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I N  THE SUPREME COURT OF THE STA TE OF IDAHO 
* * * * * * r r * * * * * *  
ST, LUKE'S MAGIC VALLEY 
REGIONAL MEDICAL CENTER, ) 
LTD. ) 
Petit ioneriAppellant, ) 
Supreme Cour t  No.  -36839.2009 
Vs. CLERK'S RECORD O N  APPEAL 
BOARD OF C O U N N  
COMMISSIONERS, GOODING ) 
COUNTY, ) 
Appeal from the District Court of the 5th Judicial District of the State of 
Idaho, in and for the County of Gooding 
************** 
HONORABLE BARRY WOOD, DISTRICT JUDGE 
Steven Pitts 
Law Offices 
450 Falls Ave Ste 201 
Twin Falls, I D  83301 
Luverne Shull 
Gooding County Dep. Prosecutor 
P.O. Box 86 
Gooding, I D  83330 
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St. Luke's Magic Valley Regional Medical Center vs. Gooding County Board Of Commissioners 
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Plaintiff: St. Luke's Magic Valley Regional Medical Barry Wood 
Center Appearance Steven B. Pitts 
Defendant: Gooding County Board Of Barry Wood 
Commissioners Appearance Luverne E. Shull 
Filing: R2 Appeal or petiton for judical review, or Barry Wood 
cross-appeal or cross-petition, from Commission 
Board1 or body to the District Court Paid by: 
Pitts, Steven B. (attorney for St. Luke's Magic 
Valley Regional Medical Center) Receipt number: 
0000333 Dated: 113012009 Amount: $88.00 
(Check) For: St. Luke's Magic Valley Regional 
Medical Center (plaintiff) 
Order Governing Judicial Review Barry Wood 
Notice of Lodging of Agency Record with parties Barry Wood 
Notice of Filing Agency Record with District Court Barry Wood 
Stipulation re Filing of Petitioners Brief Barry Wood 
Order re Filing of Petitioners Brief Barry Wood 
Petitioners Brief Barry Wood 
Respondent's Brief Barry Wood 
Respondent's Supplemental Brief Augmenting Barry Wood 
Authority 
Respondent's Motion to Supplement Brief Barry Wood 
Stipulation re: Filing of petitioners Brief Barry Wood 
Order re: Filing of Petitioner's Brief Barry Wood 
Petitioners Reply Brief Barry Wood 
511 112009 HRSC CYNTHIA Hearing Scheduled (Oral Argument on Appeal Barry Wood 
0610912009 01 :30 PM) 
61812009 CONT CYNTHIA Continued (Oral Argument on Appeal Barry Wood 
0613012009 11 :00 AM) 
CYNTHIA Amended Notice Of Hearing Barry Wood 
613012009 HRHD CYNTHIA Hearing result for Oral Argument on Appeal held Barry Wood 
on 0613012009 11 :00 AM: Hearing Held 
ADVS CYNTHIA Case Taken Under Advisement Barry Wood 
CMlN CYNTHIA Court Minutes Barry Wood 
Hearing type: Oral Argument on Appeal 
Hearing date: 613012009 Time: 11 :02 am 
Court reporter: Linda Ledbetter 
Minutes Clerk: CYNTHIA 
Philip Brown appearing for Steve Pitts for 
Petitioner 
Luverne Shull appearing for County 
711 512009 DEOP CYNTHIA Decision Or Opinion: Order on Petition for Barry Wood 
Judicial Review (Commission findings affirmed) 
DPHR CYNTHIA Disposition With Hearing Barry Wood 
User: CYNTHIA *&-,, 
@$@ 
*&# 
Date: 9&12009 Fifth Judicial District Court -Gooding County 
i** ~ i ~ ~ :  &$@% AM ROA Report 
Page 2 of 2 Case: CV-2009-0000070 Current Judge: Barry Wood 
St. Luke's Magic Valley Regional Medical Center vs. Gooding C o ~ ~ n t y  Board Of Commissioners 
St. Luke's Magic Valley Regional Medical Center vs. Gooding County Board Of Commissioners 
Date Code User Judge 
711 5i2009 STAT CYNTHIA Case Closed Barry Wood 
812412009 CYNTHIA Filing: L4 -Appeal, Civil appeal or cross-appeal to Barry Wood 
Supreme Court Paid by: Pitts, Steven B. 
(attorney for St. Luke's Magic Valley Regional 
Medical Center) Receipt number: 0003098 
Dated: 812412009 Amount: $1 01 .OO (Check) For: 
St. Luke's Magic Valley Regional Medical Center 
(plaintiff) 
CYNTHIA Miscellaneous Payment: For Making Copies Of Barry Wood 
Transcripts For Appeal Per Page Paid by: St. 
Luke's Magic Valley Regional Medical Center (p 
Receipt number: 0003099 Dated: 812412009 
Amount: $100.00 (Check) 
APSC CYNTHIA Appealed To The Supreme Court Barry Wood 
STAT CYNTHIA STATUS CHANGED: Inactive Barry Wood 
NOTC CYNTHIA Notice of Appeal Barry Wood 
9/8/2009 NOTC CYNTHIA Notice of Lodging by Court Reporter Barry Wood 
STEVEN B. Pins ISB NO. 4957 
LAW OFFICE OF S'rLXvEN PI'T'I'S, P.A. 
Attorneys at La\?; 
450 Falls Ave., Suite 201 
Twin Falls, Idaho 83301 
Telephone: (208) 734-5682 
Facsimile: (208) 733-2482 
2009 JAN 30 AH 9: 19 
Attorney for St. Luke's Magic Valley Regional Medical Center. Ltd 
IN TtlE DISTRICT COURT OF TFIE FIFTl-I JUDICIAL DISTRIC?' OF TI-IF STATE 
OF IDAIHO, IN AND FOR TFIE COUUTY OF GOODING 
ST. LUKE'S MAGIC VALLEY REGIOHAL 
MEDICAL CENTER, L'I'D., an Idaho 
nonprofit corporation (regarding Maria del 
Carmen Perez), 
Petitioner, 
BOARD OF COLNTY COMMISSIONTRS 
OF GOODtNG COUNTY, 
Respondent 
PETITION FOR JUDICIAL. 
REVIEW 
Fee Category: R2 
Fee: $88.00 
COMES NOW Petitioner St. Luke's Magic Valley Regional Medical Center, Ltd., by and 
through its attorney Steven B. Pitts of the firm I,aw Office of Steven Pitts, P.A., and hereby 
petitions this Court, pursuant to Idaho Code $ 8  3 1-1506, 3 1 -3505G and 67-27;  and Idaho Civil 
Rule of Procedure 84(Q. for judicial review of the following matter: 
1. 711e name of the agency for which judicial review is sought: Respondent Board ot 
County Commissioners of Gooding County. 
? -. The title of the district court to which the petition is taken: District Court for the Fifth 
Judicial Distrlct of Gooding County. 
PETITION FOR JUDlClAL REVIEW Pase i 
3 .  Information such as the date and the heading. case caption or other designation of the 
agency and the action for which judicial review is sought: Findings of- Fact, Conclusions and 
Decision, In Re Medical Intligency .-1pplicution Jjr ,\iariu clei Curmen Perez; Case No. 08-7- 
3334, Dated November 2008. 
4. Statement of the method by nhich proceedings were recorded: Audio recording of the 
hearing was made. 
5. A request for a transcript has been made and the transcript and record were prepared for 
the pre-litigation screening process outlined in Idaho Code 8 3 1-3501. 
6. A statement of'the issues for judicial review that the petitioner then intends to assert on 
judicial review: 
Whether Maria del Carmen Perez is a medically indigent person under I.C. 31 - 
3501 et seq.? 
Whether there is substantial and competent evidence to support the Board's 
finding that Maria del Carmen Perez is not medically indigent? 
Whether the I01 1 Program is a first resource beihre county assistance? 
Whether the Hospital should be awarded costs and attorney fees on appeal? 
Petitioner reserves the right to assert additional issues on appeal not included in this 
statement of issues as allowed by statute and rule; 
7. A designation as to whether a transcript is requested. Petitioner has already requested a 
transcript of the appeal hearing in the above-referenced matter; and, 
8. IT Steven B. Pitts, on behalf of  the Petitioner, hereby certify the fbllowing: 
a. That service of this Petition was made on the Gooding County Board of 
Commissioners on the same date this Petition was tiled; and, 
PETITION FOR JUDICIAL REJ'IEW - Psge ? 
h. That a transcript has been requested and l'etitioncr has paid the estimated 
k e  to the clerk reparation of the transcript and-record. 
11,X'I"EU this of January 2009. 
<c%; 
S'TEVEK B. PITTS 
Attocney for Petitioner 
PETITION FOR JIIDICIAI, E V I E W  - Page 3 
CI:.R~~FIC~\I-E or:scrivlcr; - . . .. ... 
I HIx& CE3ITII;Y that a true and correct copy of the Soregoing 1'E:TI'I'ION was 
served this day of January 2009 by U S .  Mail, postage pre-paid, on the following 
person jsj: 
Gooding County R o a d  oSCon~missioners 
623 Main Street 
P.O. Box 417 
Cooding. ID 83330 
L uverne Shull 
Gooding County Ikputy Prosecuting Attorney 
624 Main Street 
P.O. Box 86 
PETITION FORJUDICIAL REVIEW - Page 4 
IN THE DISTRICT COURT OF THE FIFTH JUDICIAL DISTRICT OF THE 
STATE OF IDAHO, IN AND FOR THE COUNTY OF GOODING 
IN RE: Matter of Maria del Carmen Perez 
ST LUKE'S MAGIC VALLEY REGIONAL 
MEDICAL CENTER, LTD, 
Petitioner, 
vs. 









) PROCEDURAL ORDER GOVERNING 
) JUDICIAL REVIEW OF AGENCY ACTION 
) BY DISTRICT COURT 
) 
) 
A Petition for Judicial Review has been filed in the above-entitled District Court seeking judicial review 
of state agency and local government actions. This Order, together with Rule 84, Idaho Rules of Civil 
Procedure, (I.R.C.P.), and the applicable statutes shall govern all proceedings before this Court. 
1. Petition for Judicial Review or Cross-Petitions for Judicial Review; Filing Fees: The petitioner's 
Petition for Judicial Review was filed on January 30, 2009. A Cross-Petition for Judicial Review has not been 
filed. If not already paid, all judicial review filing fees, if any, must be paid within seven (7) days after filing of 
the Petition for Judicial Review or Cross-Petition for Judicial Review. Failure to timely pay any filing fee shall 
be grounds for dismissal without further notice. 
2. Stays: Unless provided by Statute, the filing of a Petition or Cross-Petition does not automatically 
stay the proceedings and enforcement of the action of an agency that is subject to the Petition. Any 
application or Motion for Stay must be made in accordance with I.R.C.P. 84(m). 
3. Form of Review: Pursuant to I.R.C.P. 84(e)(l), when judicial review is authorized by statuie, judicial 
review shall be based upon the record created before the Agency rather than as a trial de novo, unless the 
staiute or law provides for the procedure or standard. If the authorized statute provides that the district court 
may take additional evidence upon judicial review, it may order the same on its own motion or the motion of 
any party. If the statute provides that review is de novo, the appeal shall be tried in ihe district court on any 
PROCEDURAL ORDEil GOVERNING 
JUDICIAL REVIEW OF AGENCY ACTION 
BY DISTRICT COURT 
and all issues, on a new record. Pursuant to I.R.C.P. 84(e)(2), the scope of review on petition from an agency 
to the district court shall be as provided by statute. 
4. Preparation of Agency Record; Payment of Fees: Pursuant to I.R.C.P. 84(f), when the statute 
provides what shall be contained in the official record of the agency upon judicial review, the agency shall 
prepare the record as provided by statute. Otherwise, the documents listed in paragraph (3) of I.R.C.P. 84(f) 
shall constitute the agency record for review. Petitioner shall pay all fees as required for preparation of the 
agency record in accordance with I.R.C.P. 84(f)(4). The clerk of the agency in accordance with I.R.C.P. 
84(f)(5) shall lodge the record with the agency within 14 days of the filing of the Petition for Judicial Review. 
Any extension in time for preparation of 
the agency record shall be applied for by the agency to the district court. 
5. Preparation of Transcript, Payment of Fee: The Court requires the provision of a written transcript 
prepared from the recorded or reported proceedings. It is the responsibility of the Petitioner (or Cross- 
Petitioner, as the case may be) to timely arrange and pay for preparation of all portions of the transcript 
reasonably necessary for review. Pursuant to I.R.C.P. 84(g), the responsible party shall contact the agency 
clerk to determine the estimated cost of the transcript, and pay the estimated cost in accordance with I.R.C.P. 
84(g)(l)(A) or (2)(A) as the case may be. The transcript shall be lodged with the agency within 14 days of the 
filing of the petition for judicial review in accordance with I.R.C.P. 84(g)(l)(B)(C) or 84(g)(Z)(B)(C) as the case 
may be. The transcriber may apply to the district court for an extension of time, for good cause shown. 
6. Settlement of Transcript and Record: Pursuant to I.R.C.P. 840) and unless otherwise provided by 
statute, upon receipt of the transcript and upon completion of the record, the agency shall mail or deliver 
Notice of Lodging of Transcript and Record to all attorneys of record or parties appearing in person and to the 
district court, The parties shall have 14 days from the date of mailing of the notice to pick up a copy of the 
transcript and agency record and to object to the transcript or record. All fees for the preparation of the 
transcript and record shall be paid by the responsible party at or before the pick up of the agency record and 
transcript, Any objection to the record shall be determined by the agency within 14 days of receipt of the 
objection and the agency decision on the objection shall be included in the record on petition for review. Upon 
the failure of the party to object within 14 days the transcript and record shall be deemed settled. Pursuant to 
I.R.C.P. 84(k) the settled record and transcript shall be lodged with the district court within 42 days of the 
service of the Petition for Judicial Review. 
7. Augmentation of Record- Additional Evidence Presented to District Court - Remand to Agency to 
Take Additional Evidence: Pursuant to I.R.C.P. 84(1) the agency record and/or transcript on review may be 
augmented upon motion by a party within 21 days of the filing of the settled transcript and record in the 
manner prescribed by I.A.R. 30. The taking of additional evidence by the district court and/or agency on 
remand shall be governed by statute or I.R.C.P. 84(1). 
8. Briefs and Memoranda: The petitioner's brief shall be filed with the clerk within 35 days after 
lodging of the transcript and record. The respondent's brief (cross-petitioner's brief) shall be filed within 28 
days after service of petitioner's brief. The petitioner may file a reply brief within 21 days after service of 
respondent's brief. The organization and content of briefs shall be governed by I.A.R. 35 and 36. Pursuant to 
I.R.C.P. 84(p) only one (1) original signed brief may be tiled with the court and copies shall be served on all 
parties. 
PROCEDURAL ORDER GOVERNING 
JUDICIAL REVIEW OF AGENCY ACTION 
BY DISTRICT COURT 
9. Extensions of Time: Motions to extend the time for filing a brief shall be submitted in conformity with 
I.A.R. 34(e). All other requests for extension of time shall be submitted in conformity with I.A.R. 46. 
10, Motions: All motions shall be submitted in conformity with I.R.C.P. 84(0) and shall be heard with out 
oral argument unless ordered by the Court. 
11. Oral Argument: After all briefs have been filed, either party may set the matter for oral argument 
pursuant to I.R.C.P. 84(q). If neither party notices the matter for oral argument within 14 days of the filing of 
the last brief (or the time for filing briefs has expired) the Court will deem oral argument waived and the matter 
will be decided on the record, transcript and briefs. If the matter is set for oral argument, the form and order of 
argument shall be governed by I.A.R. 37. 
12. Judgment or Decision: The Court's decision will be by written memorandum which shall constitute 
the Judgment or Decision required by I.R.C.P. 84(t)(l). 
13. Attorneys Fees and Costs on Appeal: Costs and attorneys fees on judicial review shall be 
claimed, objected to and fixed in accordance with I.A.R. 40 and 41, provided that only one original signed 
claim, objection or supporting or opposing affidavit need be filed. 
14. Remittitur: If no notice of appeal to the ldaho Supreme Court is filed within forty-two (42) days after 
filing of the Court's written decision, the clerk shall issue a remittitur remanding the matter to the agency as 
provided in I.R.C.P. 84(t)(4). 
15. Failure to Comply: Failure by either party to timely comply with the requirement of this Order or 
applicable provisions of the ldaho Rules of Civil Procedure or ldaho Appellate Rules, if applicable, shall be 
grounds for imposition of sanctions, including, but not limited to the allowance of attorneys fees, striking of 
briefs or dismissal of the appeal pursuant to I.R.C.P. 11 and 84(n) and I.A.R. 11.1 and 21. 
DATED thi 3' - day 2 , 2 0 0 7  
PROCEDURAL ORDER GOVERNING 
JUDICIAL REVIEW OF AGENCY ACTION 
BY DISTRICT COURT 3 
CERTIFICATE OF SERVICE 
I, undersigned, hereby certify that on t h e 2  day of 09, 1 caused to be served a true 
and correct copy of the foregoing, by the method indicated below, and addressed to the following: 
Steven Pitts 
Law Offices 
450 Falls Ave, Ste 201 





CLERK OF THE DISTRICT COURT 
Dated:& e,, 4 
PROCEDURAL ORDER GOVERNING 
PROCEDURAL ORDER GOVERNING 
JUDICIAL REVIE\N OF AGENCY ACTION 
BY DISTRICT COURT 3 
S T  I.liKE7S %,t:I(;lC VAL.l,FiY KEGI$K~:.&L.' 
MEI3lCAL CIs'SFJ< -~3$- p y :  9 ~n ,,ti ,- 
~ ~ $ ~ ~ ~ ~ ~ ~ ; ~ a s e  No. CV 2009-70 
1 
V. i 
i ROTICI-'. OF ILOL>GINCi 
(j001)INCi C:(II.:NTY. a l'olitical Suhdil-ision j 
ofthe State of Idaho. t-IELEN P. ECDWARDS, 1 
TOM FAUI.KKElI, and 'I~EJIZRI:LI, WJI.I.lAhlS, ) 
Members ofthe Goodiiig County Board of 1 
Coniniissioners, 1 
Respondent j 
'1'0 I I i E  .4130VE NA&lI2I> PARTIES OR THEIR ATTORNEYS: 
YOli .4RE tlISREL3Y NO-TIFIED PIIRSlJANf TO I.R.C.P. 83(f)(5) that the 
Agency Record in the above-named matter has been completed as of February 2,2009. 
DA'I-ED: February 2,2009 
CLERK OF THE DISTRICTCOURI' 
Deputy Gerk 
CERTIFICATE OF MAlLlNGiDELIVERY 
I, the undersigned do hereby certify that on the day of FEBRUARY, 2009, a 
true and correct copy of the foregoing Notice of Lodging of Agency Record was 
delivered iii the manner indicated to the following: 
Attori~ey fbr the Petitioner Isand delivered - courthouse mail 
US Mail Postage prepaid 
Attorney for the Respondent H a n d  Delivered - courthouse mail 
U S  Mail, postage prepaid 
CLERK OF THE DISTRICT COIJRT 
i .  i LOUR? 
, , D\STR\U CQ. : iD kHC 
(;0'3D\Hu F\LEQ 
lN TtIE DISTRICT COURT OF THE FIFTH JUDICIAL DISTNCT OF THE STAT 
'0: \ ,; ,\ \ Ei \ 
OF IDAI-IO, IN AND FOR THE COUNTY OF GOW# .,, . iic 
ST. LUKE'S MAGIC VALI,EY REGIONAL ) 
MEDICAL CENTER ) Case No. CV 2009-70 
Petitioner ) Notice of Filing of Agency Record 
V .  1 
1 
GOODING COIIWTY, a Political Subdivision j 
of the State of Idaho, HELEN P. EDWARDS ) 
TOM FAULKNER, and TERRELL WILLIAMS,) 
Members of the Gooding County Board of 1 
Commissioners, 1 
Respondent ) 
TO THE ABOVE NAMED PARTIES AND THEIR ATTORNEYS: 
YOU ARE HEREBY NOTIFIED PURSUANT TO I.R.C.P. 84(k) that the 
Agency Record in the above named case was filed with the District Court on the day 
of FEBRUARY, 2009. 
DENISE M. GILL 
CLERK OF THE DISTRICT COURT 
n d~ d e c w ~  k f,. c&S 
Linda ~e'gdfneche I 
Deputy Clerk 
CERTIFICATE OF M A 1 1  IN<; 
I ,  the undersigned do hereby certiiy that on the day of 2;l:;IlKUARY: 2009, a 
true and conxct copy of the Soregoing Notice of Filing of Agency Record with the 
Il ist~ict  Court was delivered in the manner indicated to the following: 
iittornev Sor the Petitioner 
.Ittoriicy for the Respondent 
I-land delivered - courthouse mail 
US Mail Postage prepaid 
IIand delivered cour thouse  mail 
VS Mail, postage prepaid 
CL,EKK OF TI-IE DISTRICT COURT 
BY: &dn &.uua& @Lh 
Deputy 
Stcven B. Pitts, ISB84957 
LAW OFFICE OF STEVEN PITTS, P.A. 2009 XAR I 0 Pn 1 : 38 
Attorney at Law 
450 Falls Avenue Suite 201 GOOD~HG COUNT Y CLERK 
Twin Falls, Idaho 83301 
Telcphonc: (2081 734-5682 BY: a p ~ - ;  
Facsimile. (208) 733-2482 DEPUTY 
Attorney for St. Luke's Magic Vdlcy Regional Medical Center, Ltd. 
IN THE DISTRICT COURT OF T?XE FIFTH JUDICIAL DISTRICT OF THE STATE 




1 ) STIPULATION RE: FTI,MG OF ) PETITIONER'S BRIEF 
BOARD OF COUNTY COMMISSJONERS OF 
j GOODING GOI;NTl, 
ST. L U E ' S  MAGIC V.4LLEY REGIONAL 




COME NO\' the above-named patties, by and through their respective counsel, and 
1 corporation (regarding Mariadel C-l i  Perez), I ) Case No. CV-2009-70 
! ) I  
hereby stipulate to enlarge the time for filing Petitioner's Brief. The parties agree tlxit 
Petitioner" BBcf shall be due on Friday, March 13> 2009. Once Petitioner's Brief is filed: the 
parties agree that all other aspects of the order governing proceedings shall apply. In other 
words, Respondent's Bricf will be due 28 days after Petitioner's Brief is filed and tlieti Petitioner 
will have 21 days to file a reply brief if any. 
STIPULATION RE: FJLING OF PETITIONER'S BRIEF - Page 1 
DATED this IA k day of March, 2009. 
P 
LAW OFFICE OF STEVEN P I T S .  P.A. 
STEVEN B. PTTTS 
Attorney for Petitioner 
DATED this a day of March 2009 
Anomey for Respondent 
STIPULATION RE: FILING OF PETITIONER'S BRIEF - Page 2 
- - . * - . * - - -  w e . - -  '."-, .'a&-"* I,.,rLuR I ~ r ~ ~ f i  C A I I J  ~ W U C  ~141 
a+& #*.*, p*s. 
$&$ -twg dl@# 
*?"i 
ORIGINAL 
Steven B. Pitts, TSB#4957 
LAW OFFICE OF STEVEN P I T S ,  P.A. 
Attorney at Law 
450 Falls Avwue. Suite 201 
Twin Fdls. Idaho 83301 
Telephone: 1208) 734-5682 
Facsirnilc: (208) 733-2482 
Attorney for St. Luke's .Magic Valley Regional Medical Center, Ltd. 
IK TIE DTSTNC'T COURT OF THE FIFTH .KJDICIAJA DISTRICT OF THE STATE 
OF IDAHO, n ,4m F o n  THE comn OF GOODING 
i 
S T  LUICES MAGIC VALLEY REGIONAL 
MEDICAL CENTER? LTD,, an Idaho nonprofit 
corporation (regarding Maria del Carmen Perez), ) i  Case No. CV-2009-70 
1 ) i  
! Petitioner, : ) I  
I Respondent. i !I 
v. 1 
This Court having received the pnrcies' stipulation and it appealing that good cause exists 
NOW THEREFORE IT IS ORDERED AKD THIS DOES ORDER that Petitioner's Brief shall 
be due on March 13, 2009, Once filed, Respondent's Brief will be due within 28 days after 
Petitioner's Brief is filed. Petitioncr shall then file a reply brief if any within 21 days foilowing 
ORDER RE: FILING OF 
the filing of Respondent's Bricf. 
DATED l s  &day of 009 
A 
1 ) ji PETITIONER'S BRIEF 
BOARD OF COUNTY COMMISSIONERS OF ) 
GOODING COUNTY, i b 
District Judge 
ORDER 
BRTIFICATE OF SERVICE 
1 HEREBY CERTIFY thar a true and correct copy of the foregoing ORDER u2as sc~vcd 
day of ,/)?&,UL 2009 by U.S. Mail, postage prc-paid, on the foilowing 
Luverne Shdl 
Goodiilg County Deputy Prosecuting Attorney 
024 Main SCreet 
P 0 Box 86 
Gooding, ID 83130 
Steven B. Pills 
Law Office of Steven Pins, P.A 
450 Fails Avtnuc., Suitc 20 1 
Twin Falls, ID 82301 
ORDER 
STEVEX BB. PITTS ISB No. 4957 
LAW OFFICL Oh S TEVEN PIT1 S, P.A. 
Attorneys at Law 
2009 HAR 1 3 PH 3: 1 0 
450 ~ a l i s  Ave., Suite 201 GOODING C O U N T Y  CLERK 
Twin Falls, Idaho 83301 
BY: 
ROSA COT;, 
Telephone: (208) 734-5682 
Facsimile: (208) 733-2482 OEPUTY 
Attorney for St. Luke's Magic Valley Regional Medical Center, Ltd. 
IN THE DISTRlCT COURT OF THE FIFTH JUDICIAL DISTRICT OF THE STATE 
OF IDAHO, IN AND FOR THE COUNTY OF GOODING 
BOARD OF COUNTY COMMISSIONERS 
OF GOODING COUNTY. 
ST. LUKE'S MAGIC VALLEY REGIONAL I ; !  
Respondent. 
MEDICAL CENTER LTD., an Idaho 
nonprofit corporation (regarding Maria del 
Carmen Perez), 
Appeal from the Board of County Commissioners of Gooding County, Findings of Fact, 
Conclusions and Decision, dated November 10, 2008 
) , Case No. CV-2009 70 
) I  
) 
The Honorable Barry Wood, District Judge, presiding 
Petitioner, ) PETITIONER'S BRIEF 
Steven B. Pitts 
LAW OFFICE OF STEVEN PITTS. P.A. 
450 Falls Avenue. Suite 201 
Twin Fails, ID 83301. for Petitioner 
Luverne Shull 
DEPUTY GOODIXG C0l;h'TY PROSECUTING ATTORKEY 
P.O. Box 86 
Gooding, ID 83330, for Respondent 
PETITIONER'S BRIEF - Page I 
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NA'TURE 01: C.4SE 
This is an appeal of'the Board of County Commissioners of Gooding County's ("Board") 
final determination pursuant lo Idaho Code ("LC.") 3 1 -3505G. The patient Maria Del Cannen 
Pcrez received medical scrvices at St. Luke's Magic Valley Regional Medical Center ('iSt. 
Luke's MVRh.1C3) from June 16 to June 19, 2008 and incurred medical expenses in excess of 
$15,000, which she was unable to pay. St. LukeSs MVRMC caused a county medical assistance 
application to be filed with Gooding County (';Countyn) seeking reimbursement for the cost of 
the Patient's medical care. The application was denied by the County at the both the initial and 
final stages of administrative review. 
PROCEDC'RAL HISTORY 
The application for county medical assistance %,as received by the County on July 11, 
2008. &. Agency Record, Bates No. 000001. The County denied the application on August 
11, 2008, and St. Luke's MVRMC appealed. &, Agency Record, Bates Nos. 000028 and 
000043. An appeal hearing was held on October 16, 2008. &; Agency Record, Bates No. 
0000436. Following the appeal hearing, the Board took the matter under advisement. The Board 
issued a final determination on November 10, 2008. In the final determination, the Board 
identified one basis for denying the application. Specifically, the final determination stated as 
follows: 
The providers can file for CMSilOll program as an available resource from 
which to seek payment. .4 court decision from Judge Butler (CV7006-789). 
Cunyon 17ie%i, Psj~ciliilrric and Addicrion Seri~ices 1 .  Bourd of' Counn: 
Comrtli,ssioner.r of .Jerome Couizrq. states that CMS;SOI I prosram is an available 
resource. &, Agency Record, Bates No. 000055. 
PETITIONER'S BRIEF - Page 1 
Follou~ing the Board's final determination. St. Luke's MVRMC requested pre-litigation 
consideration of this claim. &, '4gency Record, Bates No. 000057. At the conclusion of the 
pre-litigation process. St. Luke's MVKMC filed this petition for judicial review. 
STATEMENT OF FACTS 
The Patient is an illegal alien who was residing in the United States at the time of her 
hospitalization uithout lawful documentation from U.S. Citizenship and Immigration Services. 
See. Agency Record, Bates Xo. 000002. Due to her hospitalization, the Patient incurred medical -
expenses in excess of $15.000, which she was unable to pay. &, St. Luke's MVRMC Exhibit 
4. The hospital St. Luke's MVRMC filed an application on the Patient's behalf with the County 
seeking assistance with the cost of the Patient's medical care. See. Agency Record, Bates No. 
000001. The application was denied by the County at both the initial and final phases of 
administrative review. &, Agency Record, Bates No. 000028 and 000055. In the final 
determination, the Board concluded that the application should be denied for one reason - that 
section 10 1 1 assistance under the Medicare Prescription Dmg, Improvement and Modernization 
Act of 2003 (Pub. L. 108-173) was an available resource to St. Luke's MVRMC for 
reimbursement of the cost of the Patient's medical care. &, Agency Record, Bates Xo. 000055. 
ISSUES ON APPEAL 
1. Whether the Board erred in fmding that the CMS 101 1 program was an available 
resource? 
1 . Whether the hospital is entitled to costs and attorney fees on appeal? 
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ST.4NDiZRD OF KEVlEW 
Under Idaho Code 5 31-3505, judicial review of a decision by a Board of' County 
Commissioners shall be in -'substantiall) the manner provided in the Administrative Procedures 
-4ct." Under the Act, a person who has exhausted all administrative remedies is entitled to 
judicial review. The standard of review to be used by a court is set forth in Idaho Code 5 67- 
5279. That section provides that a decision of an agency may be reversed by a court on review if 
the agency's action was: 
(a) in violation of constitutional or statutory provisions; 
(h) in excess of the statutory authority of the agency; 
(c) made upon unlawful procedure; or 
(d) arbitrary or capricious or characterized by abuse of discretion. 
See, I.C. 5 67-5279(2) -
Judicial review of an administrative order is limited to the record and a reviewing court 
may not substitute its own judgment for that of the agency on questions of fact. Tappen v. State 
Dep't ofHealth & Weifave, 98 Idaho 576 (1977). While judicial review of an agency proceeding 
is limited, the reviewing court has an obligation to reverse a decision if substantial rights of an 
individual have been prejudiced because the agency's findings and conclusions are in violation 
of statutory provisions, are clearly erroneous or arbitrary and capricious. St. AEphonsus Regional 
~bfedical Ch.. v. Canyon County, 120 Idaho 420 (1991). Erroneous conclusions of law may be 
corrected on appeal. Love v. Board of County Commrs. of Bingham County, 105 Idaho 558 
(1983). 
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ARGUMENT 
1. The Board Erred in Finding that Section 101 I Was an .4vailable Resource 
The Board committed clear error in finding that section 101 1 assistance was an available 
resource to St. Luke's MVRMC for reimbursement of the cost of the Patient's medical care. For 
the reasons that follow, the Board's final determination should be REVERSED. 
A. Background concerning the Section 101 1 Program. 
In 2003; Congress enacted the Medicare Prescription Drug, Improvement and 
Modernization Act ('"MA"). Section 1011 of the MMA requires the federal government to 
reimburse hospitals for the cost of emergency medical treatment provided to undocumented 
aliens. Cost coverage under section 1011 is limited to payment for treatment of the patient's 
medical condition up to the point of stabilization. Stabilization is deemed to occur within three 
(3) days for purposes of section 1011 payment. Thus, cost coverage is generally limited to 
payment for up to three (3) days of emergency medical treatment under the program. &, 
Centers for Medicare & Medicaid Services ("CMS2), httu://w.cms.hhs.gol.'section 101 1. 
Funding for the CMS section 101 1 program is very limited and provides only minimal 
assistance to eligible providers. Only 250 million dollars was appropriated by Congress to fimd 
the program initially and those funds were allocated over three (3) fiscal years, from 2005 
through 2008. Id. These funds are shared among the 50 states of the United States based on 
their relative percentages of undocumented aliens. Id. Due to the limited funds available for 
the 101 1 program. CMS. the agency responsible for implementing policy with respect to 
operation of the program. has adopted very strict guidelines regarding the submission of claims 
by eligible providers. Generally. unless there are no other resources available to the patient. 
CMS provides that section 101 1 payment is unavailable. 
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8. CMS Policy regarding 101 1 Payment 
The Final Rule regarding implementation of the section 101 1 program is set forth in the 
Federal Register. The Final Rule very clearly provides that section 10 1 1 payment is available 
only in those instances where no other reimhur.~ement is likely to be received. a. Federal 
Register, Vol. 70, No. 92_ May 13, 2005, p. 25585. CMS' Final Rule regarding the availability 
of payment from the section 10 1 1 program is as follows: 
VIII. Reimbursement form Third-Party Payers and Patients 
Paragraph (c)(l) of section 101 1 requires the Secretary to directly pay 
providers for the provision of eligible services to aliens to the extent that the 
eligible provider was not otherwise reimbursed (through insurance or otherwise) 
for such services during that fiscal year. 
Accordingly, we are adopting a position that each provider seek 
reimbursement from all available funding sources, including, if applicable, 
Federal (e.g., Department of Homeland Security), State (e.g., Medicaid or State 
Children's Health Insurance Program). third-party payers (e.g., private insurers or 
health maintenance organizations), or direct payments from a patient, prior to 
requesting a section 101 1 payment. We believe that this is consistent with the 
statutory intent of this provision and will limit reimbursement to only those 
instances where no other reimbursement is likely to be received. 
Gse of Existing Practices and Procedures To Identl& Reimbursement 
Sources 
We are adopting a position that hospitals and other providers use their 
existing practices and procedures to identify and request reimbursement from all 
available funding sources prior to requesting section 101 1 payment. See, Federal 
Register. Vol. 70. No. 92, May 13, 2005, p. 25585. 
Because CMS requires hospitals to pursue reimbursement from all other resources before 
submittin2 claims to the section 1011 program for payment, St. Luke's MVRMC was not 
authorized to bill the section 101 1 program until the Parient's eligibility for county pa>ment was 
determined. 
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The Final Rule does contain some exceptions with respect to eligible providers' 
responsibility to identify other available funding sources prior to requesting section 1011 
payment. One notable exception is with respect to the impact of grants and gifts. With respect 
the impact of grants and gifis, the Final Rule provides as follows: 
Impact of Grants and Gifts 
We are adopting a position that state and local indigent or charity care programs 
or state funded subsidies are not to be considered in determining whether third 
party payment is applicable. $e, Federal Register. Vol. 70. No. 92, May 13. 
2005. p. 25586 
This section appears to create an exception with respect to payments from Idaho's Medical 
Indigence Program 
With respect to the impact of grants and gifts on the propriety of submitting a claim to 
section 101 1, however. CMS' policy is very clear. ChfS has clearly stated that a section 101 1 
payment may not be made to a provider when a patient-specific payment is available through a 
state indigent or charity care program. In particular, in its Questions and Answers format, a 
format used by CMS to respond to questions from the provider community, CMS stated as 
follows: 
Paragraph (c)(l) of Section 101 1 requires the Secretary to directly pay providers 
for the provision of eligible services to aliens to the extent that the eligible 
provider was not otherwise reimbursed (through insurance or otherwise) for such 
services during that fiscal year. To the extent that a charity care program makes 
payment directly to a provider for specific health care services h i s h e d  to a 
specific patient, paragraph (c)(l) applies and the statute does not permit payment 
under section 1011. If a partial patient-specific payment is received from a 
charity care program. the Section 1011 reimbursement will be reduced by the 
amount ofthe patient-specific payment. 
With respect to general donations to a provider that are not made on behalf of a 
specific patient: however. as stated in the Section 101 I Final Policy Nouce (page 
q -  
3,); generally. "we are adopting a position ihar State and local indigent or charity 
care programs or State-funded subsidies are not to be considered in determining 
whether a rhird-party payment is applicable." Therefore, a provider may receive 
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full Section 10 1 1 reimbursement for eligible services even in cases in which the 
provider separately receives payments under a general charity care program, as 
long as the charity care program does not direct the funds to payment for services 
given lo a particular individual. See page 11, question D4, Questions and 
Answers publication from CMS, Centers f i r  Medicare & Medicaid Services 
(tittachedj.' &, attached. 
Thus, although Idaho's Medical Indigence Program is a state indigent program that 
appears to qualify for the grants and gifts exception, cited above, CMS policy plainly prohibited 
St. Luke's MVRMC from billing section 101 1 for the Patient's services. CMS policy squarely 
prohibits eligible providers from billing section 101 1 when resources are available from a state 
indigent program, such as Idaho's Medical Indigence Program, where payment is made to 
providers for services given to a particular individual. 
While it is true that Judge Butler found in Canyon View Psychiatric and Addiction 
Sewices v. Board of County Commissioners of Jerome County, Case No. CV 2006-789 
(December 29, 2006) that a provider may submit a claim to section 101 1 before submitting a 
claim to the county, the Court in that case plainly failed to consider applicable CMS policy. &, 
attached. Consequently, Judge Butler's ruling in the above cited case should not be followed by 
this Court. 
11. Attornev Fees and Costs 
Under Idaho Code section 12-1 17, this Court may award costs to St. Luke's iMVRMC if 
the Board acted without a reasonable basis in law or fact. St. Luke's MVRMC requests an award 
of such costs. CMS' policy is clear with respect to the submission of claims to the section 101 1 
' 'The 101 ! program is administrated by TrailRlazer Health Enterprises LLC. This is tile contractor that was 
awarded the contract by CMS to administer claims. TrailBlazer Health Enternrises LLC maintains a website that 
contains information and resources about the iOl I program at J~tm::~~vww,trailblazerl~ealth.co~n~Section !m.
Also. attached hereto are CMS' Final Policy Notice and section 101 I ofthe MMA to which this citation refers. 
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program when other resources are available. l h e  County was provided this information before it 
issued its final determination but lias clearly chosen noi to follow applicable law. 
CONCLUSION 
Based upon the foregoing points and authorities, St. Luke's MVRiMC respectfully 
requests that the Board's iinal determination be REVERSED. 
DATED this & day of March 2009. 
Attorney for Petitioner 
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CERTIFIC.4TE OF SERVICE 
I HEREBY CERTIFY that a true and correct copv of the foregoing PETITIOKER'S 
BRIEF was served this & day of March 2000 by U.S. Mail, postage pre-paid, on the 
following person(s): 
Gooding County Board of Commissioners 
624 Main Street 
P.O. Box 417 
Gooding. ID 83330 
Luverne Shull 
Gooding County Deputy Prosecuting Attorney 
624 Main Street 
P.O. Box 86 
Gooding, ID 83330 
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Billing Code: 4 120-03-u-P 
DEPARTblENT OF HEALTH AND HUMAN SERVICES 
Centers for Medicare and Medicaid Services 
[Uoctlrnent Identifier: CMS-10130j 
Emerirencv Clearance Publlc lnformatlon Colleitlon Reuulrements Submitted to the 
Office of Manaeement and Budger(OMB1 
AGENCY: Center for Medicare & Medicaid Services 
In compliance with the requirement of section 3506(c)(2)(A) of  the Paperwork 
Reduction Act of  1995, the Centers for Medicare & Medicaid Services (CMS), 
Department of  Health and Human Services, submitted the following collection for 
emergency review and approval. 
We requested an emergency review because the collection of  this information is 
needed before the expiration of the normal time limits under OMB's regulations at 5 CFR 
Part 1320. This is necessary to ensure compliance with provisions of  Section 10 11 of the 
Medicare Prescription Drug, Lmprovement. and Modernization Act of  2003 (MMA). We 
cannot reasonably comply with the normal clearance procedures because of  the effective 
implementation date associated with this provision of MMA. 
OMB evaluated the collection for necessity and utility of the proposed 
information collection for the proper performance ofthe agency's functions; the accuracy 
of the estimated burden; wavs to enhance the quality, utility, and clarity of the 
information to be collected: and rhe use ofautomated collection techniques or other 
forms of inibrniation technology to minimize the information collection burden. 
OMB approved the emergency review of the information collection referenced 
below on May 9, 2005. OMB approved CMS' request for the information collection 
titled. "Federal Funding of Emergency Health Services (Section 10 11): Provider Payment 
Determination and Request for Section 10 11 Hospital On-Call Pavments to Physicians" 
[OMB#:0938-0952) for a 180-day approval period. 
Backzround 
Section 101 1 provides $250 million per vear for fiscal years (FY) 2005-2008 
for pavments to eligible providers for emergency health services provided to 
undocumented aliens and other specified aliens. Two-thirds of the funds will be divided 
among all 50 states and the District of Columbia based on their relative percentages of 
undocumented aliens. One-third will be divided among the six states with the largest 
number of undocumented alien apprehensions. 
From the respective state allotments, payments will be made directly to 
hospitals, certain physicians, and ambulance providers for some or all ofthe costs 
o f  providing emergency health care required under section 1867 and related 
hospital inpatient, outpatient and ambulance services to eligible individuals. 
Eligible providers may include an Indian Health Service facility whether operated 
bv the lndian Health Service or by an lndian tribe or tribal organization. A 
Vledicare critical access hospital (CAH) is also a hospital under the sratutory 
definition. Payments under section 10 1 1 may only be made to the extent that care 
was not othenvise reimbursed (through insurance or othenvise) for such services 
during that fiscal year. 
Payments may be made for jervices furnished to certain individuals 
described in the statute as: I) undocumented aliens: 2) aliens who have been 
paroled into the United States at a United States port of entrv for the purpose of 
receiving eligible services; and 3) Mexican citizens permitted to enter the United 
States for not more than 72 hours under the authority of  a biometric machine 
readable border crossing identification card (also referred to as a "laser visa") 
issued in accordance with the requirements of regulations prescribed under a 
specific section ofthe Immigration and Nationality Act. Note: On August 13, 
2004, the Department of Homeland Security, Bureau of  Customs and Border 
Protection, published an interim final rule extending the time limit for border 
crossing card visitors &om 72 hours to a period of 30 days. 
Tvoe of  Information Collection Reauest: New collection; Title of  Information 
Collection: Federal Funding of Emergency Health Services (Section 10 1 1): Provider 
Payment Determination and Hospital On-Call Pavment Form and Related Instructions. 
Use: The provider payment determination form will be used to determine whether a -
patient's health care provider is eligible to receive Federal payment under section 101 1 of 
the Medicare Prescription Drug, Improvement. and Modernization Act of 2003: allow 
hospitals and other providers to make an affirmative determination regarding a patient's 
section 101 1 eligibility: allow CMS to verifi that the hospital* physician or provider of 
ambulance services has obtained the necessary documentation to ensure claim payment. 
Hospitals electing to receive payments under section 10 I 1 (c)(3)(C)(ii) will use the 
hospital on-call payment form to determine a their on-call costs. Form Number: CMS- 
10 130 (OhIB#: 0938-0952); Frequencv: Other: as needed; Affected Public: Business or 
other for-profit, Not-for-profit institutions. and Srate. Local or Tribal Govt.; Xumber o r  
Respondents: 7,503~000 Total Annual Responses: 7.5 12,000; Total Annual Hours: 
624,000 
Final Implementation Notice: 
Readers can find CMS' fmal implementation notice for this program attached to this 
notice and at httu://www.cms.hhs.eov/providers/section10 11. 
For Further Information Contact: 
Jim Bossenrneyer, (410) 786-9317. 
To obtain copies of the supporting statement for this information collection, CMS' final 
implementation approach, and any related forms for the proposed paperwork collections 
referenced above, access CMS' Web Site address at 
http://www.cms.hhs.gov/regulations/pra~, or E-mail your request, including your address, 
phone number, OMB number, and CMS document identifier, to 
Pa~envork@cms.hhs.nov. or call the Reports Clearance Office on (410) 786- 1326. 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 
Centers  fo r  Medicare Sr Medicaid Services 
SUBJECT: Center for Medicare & Medicaid Services Final lrnplementation 
Notice: Federal Funding of Emergency Wealth Services Furnished to Undocumented 
Aliens: Federal Fiscal Years 2005 Through 2008 
This notice provides the Centers for Medicare & Medicaid Services (CMS) final 
implementation guidance with respect to section 101 1. Federal Reimbursement of 
Emergency Health Services Furnished to Undocumented Aliens, of the Medicare 
Prescription Drug, Improvement and Modernization Act of 2003, Public Law 108-1 73. 
(December 8, 2003). This legislation is commonly referred to as the Medicare 
Modernization Act of 2003 (MMA). 
The guidance provided below sets forth CMS' implementation approach, 
establishes the general framework and procedural rules for submitting an enrollment 
application and payment requests, establishes general statements of policv, and provides 
CMS' interpretation of section 10 11. 
Future Promam Changes 
Since section 10 1 1  payments are authorized for 4 years. CMS will monitor its 
implementation approach in fumre years and, if necessary; make the necessary 
adjustments to improve the accuracv and timeliness of payments to providers, ensure 
patient access to emergency services: and reduce administrative costs for providers. 
I. Background 
Sections 1866(a)! I )(I), 1866(a)( I)@); and 1867 of the Social Security Act (the 
Act) impose specific obligations on Medicare-participating hospitals that offer 
emergency services. These obligations concern individuals who come to a hospital 
emergency department and request examination or treatment for medical conditions. and 
apply to all of these individuals, regardless of whether or not they are beneficiaries of any 
program under the Act. Section 1867 of the Act sets forth requirements for medical 
screening examinations of medical conditions, as well as necessary stabilizing treatment 
or appropriate transfer. In addition, section 1867(h) of the Act specifically prohibits a 
delay in providing required screening or stabilization services in order to inquire about 
the individual's payment method or insurance status. Section 1867(d) of the Act provides 
for the imposition of civil monetary penalties on hospitals responsible for negligentlv 
violating a requirement ofthat section, through actions such as the following: (a) 
Negligently failing to appropriately screen an individual seeking medical care; (b) 
negligently failing to provide stabilizing treatment to an individual with an emergency 
medical condition; or (c) negligently transferring an individual in an inappropriate 
manner. (Section 1 X67(e)(4) of the Act defines "transfer" to include both transfers to 
other health care hcilities and cases in which the individual is released from the care of 
the hospital without being moved to another health care faciliv.) 
These provisions, taken together, are frequently referred to as the Emergency 
Medical Treatment and Labor Act (EMTALA)% also known as  the patient antidumping 
statute. EMTALA was passed in 1986 as part of the Ciinsolidaied Omnibus Budget 
Reconciliation Act of 1985 (C0BR.I). Congress enacted these antidumping provisions 
in the Social Securitv Act because of its concern with an increasing number of  reports 
that hospital emergency rooms were refusing to accept or treat individuals with 
emergency conditions ifthe individuals did not have insurance. 
Section 1011 Leeislative Summan, 
Section 10 11 provides $250 million per year for fiscal years (FY) 2005-2008 for 
payments to eligible providers for emergencv health services provided to undocumented 
aliens and other specified aliens. Two-thirds of  the funds will be divided among all 50 
states and the District of Columbia based on their relative percentages of  undocumented 
aliens. One-third will be divided among the six states with the largest number of 
undocumented alien apprehensions 
From the respective state allotments, pavments will be made directly to hospitals, 
certain physicians, and ambulance providers for some or all o f the  costs of  providing 
emergency health care required under section 1867 and related hospital inpatient, 
outpatient and ambulance services to eligible individuals. Eligible providers may include 
an Indian Health Service facilin whether operated by the Indian Health Service or by an 
lndian tribe or tribal organization. A Medicare critical access hospital (CAW) is also a 
hospital under the statutory definition. Payments under section 10 1 1 may only be made 
to the extent that care was not otherwise reimbursed (through insurance or otherwisej for 
such services during that fiscal year. 
Payinents may be made only for services furnished to ceilain individuals 
described in the statute as: 1 )  undocumented aliens; 2) aliens who have been paroled into 
the United States at a United States port of entry for the purpose of receiving eligible 
services; and 3) Mexican citizens permitted to enter the United States for not more than 
72 hours under the authority of a biometric machine readable border crossing 
identification card (also referred to as a "laser visa") issued in accordance with the 
requirements of regulations prescribed under a specific section ofthe Immigration and 
Nationality Act. Note: On August 13, 2003, the Department of Homeland Security, 
Bureau of Customs and Border Protection, published an interim final rule extending the 
time limit for border crossing card visitors from 72 hours to a period of 30 days. 
II. Provisions of CMS' Final Implementation Guidance. This paper is 
divided into the following sections. 
I I 
111 / Determination of Annual State Allotments for FY 2005 - FY 2008 
i 
Section 
I I Eligible Providers IV I 
Section Title 
t 
I V I Eligible Aliens 1 I 
I 
I V1 I Covered Sen~ices 1 
I 
V11 I Enrollment Application Process I j 
[ 
VlII I Reimbursement from Third-Party Payers and Patients 
I 
I 
Patient Eligibiliv Determination I 
I X Payment Methodology I I 
I 
XI 1 Distribution of State Funding to Providers 
I 
I 
XI1 Submission of Payment Requests 
XIV I Pro-Rata Reduction 
XV Quarterly Payments 
I 







III. Determination of Annual State Allotments for FFY 2005 - FY 2008 




2008 for payments to eligible providers for certain emergency health services furnished 
Annual Reconciliation Process 
XX 
to undocumented and certain other aliens. 
Unused State Funding 
This paper provides Federal fiscal year (FFY) 2005 state allotments that are 
available for distribution to elisible providers within each state and the District of 
Caluinbia that Furnish emergency eligible services to eligible individuals. in addition. 
this paper provides the FFY 2005 state allotments that are available to the six States with 
the highest number of undocuniented alien apprehensions for such fiscal year. This paper 
also describes the methodology used to determine each State's allotment. 
Delernzinalion oi.l;raie Allocafion B a d  on i;ndocu~~zenfed Alrens Percenla~e 
The statute dictates that two thirds of the total yearly appropriation, or $167 
million, is to be proportionally divided among all 50 states and the District of Columbia. 
The amount of the state's allotment is to be based on the "thepercentage of 
undocumented aliens residing in the State as compared to the total number of such aliens 
residing in all States, as determined by the Statistics Division of the Immigration and 
Naturalization Service, as of January 2003, based on the 2000 decennial census," 
(emphasis added) (MMA Section 101 l(b)(l)(Bj(ii)). 
Because the statutory language requires the allocation calculation to be made by 
comparing a percentage to a national number, we would not be able to calculate the state 
allotments if the statutory provision is interpreted literally. In order to produce a 
mathematically meaningful result that would enable us to implement this subparagraph, 
and be consistent with the language of the committee report on section 101 1, we have 
determined the "percentage" in section 101 l(b)(l)(B)(ii) by comparing the number of 
undocumented aliens in the state to the total of undocumented aliens in all states and the 
District of Columbia. Csinz information from the Department of Homeland Securir). 
(DHS) Office of Iininizration Statistics. we have calculated the allotments for each state 
and the District of Columbia by multiplying the totai appropriation ($167 million) by the 
proportion generated by dividing the number of undocumented aliens who reside in each 
state by the total number of undocumented aliens in a11 states (see attached chart). 
Because the statute bases the allocation of the S ! 6 7  million on the proportion of- 
undocumented aliens at one given time. these allocations will be the same for rach state 
for each fiscal year (FY 2005-FY 2008). 
As of January 2003, DHS estimated that each of the follo\ving four states had 
fewer than 1,000 undocumented aliens residing in the state: Maine, Montana, North 
Dakota, and Vermont. From discussions with DHS, we did not believe it was appropriate 
to assume that there were zero undocumented aliens residing within these states simply 
because DHS estimates are rounded to the thousand. Thus. for purposes of implementing 
Section 1011, we have adopted a position that 500 undocumented aliens reside in each of 
these four states. 
Allocation Based on Vndocumented Alien Auorehensions U3istributine $83 
million), 
The remaining one.third of the total appropriation, or $83 million, is divided 
among thesix states with the highest number of undocumented alien apprehensions for 
each fiscal year. The statute requires that the data to be used for determining the "highest 
number of undocumented aliens apprehensions for a fiscal year shall be based on the 
apprehensions for the 4-consecutive-quarters ending before the beginning of the fiscal 
year for which information is available for undocumented aliens in such states. as 
reported by the Department of Homeland Security." Since section 101 1 (bj(Z)(C) 
requires that we use data Erom the four consecutive quarters ending before the beginning 
ofthe fiscal year: we are adopting a position to identii'y the six states based on data 
available prior to the tiscal ymr when the funding is available. The last available four 
fiscal quarters ending before the beginning of FFY 2005 (which begins October 1 ;  2004) 
would be from July 1, 2003 through June 30; 2004. Holvever, due lo changes in the way 
the Department of Homeland Security collects alien apprehension data, there is not 
complete data available for that period of 4-consecutive quarters. As a result, for FY 
2005 allocations we will identify the six states to receive ponions of the $83 million 
based on the highest number of undocumented alien apprehensions for the time period 
from April 1: 2003 to March 3 1, 2004. For future fiscal year allocations, we plan to use 
the 4-consecutive quarters for which information is available, which should be July 1- 
June 30. 
Our analysis. using apprehension data from DHS from April 1, 2003 to March 3 1, 
2004, indicates that the six states with the highest number of undocumented alien 
apprehensions were Arizona, California, Florida, New Mexico, New York, and Texas. 
Once the six states have been identified. the statute directs us to allocate money to 
those states in the following manner: 
Dere~-niination o f  .4//o/me1?fs 
The amount of the allotment for each State for a fiscal year shall be equal to the 
product of- 
(i) the total amount available for allotments under this paragraph for the fiscal 
year: and 
(ii) the percentage of undocumented alien apprehensions in the State in that fiscal 
year as compared to the total of such apprehensions for all such States for the preceding 
fiscal year. 
Again, the mathematical formula in statutory language is problematic. Therefore, 
we have determined a calculation for the statutory usage of "percentage" by comparing 
the number of alien apprehensions in the state to the total number of alien apprehensions 
in all states and the District of Columbia. Moreover, the statute directs us to determine 
the percentage based on the number of alien apprehensions in the current year as 
compared to the total number of apprehensions in the previous fiscal year. Taking a 
literal interpretation of the statute would be problematic in that if the total number of 
apprehensions in the current year were to increase, then the six states' proportion of the 
previous year's total would exceed 100 percent of the money available. 
For example, assume that in 2004 (previous FY) State A had 10 apprehensions, 
and State B had 30 apprehensions- for a total of40 apprehensions in the previous fiscal 
year. In FY 7005. State A might have 20 apprehensions and State B might have 30 
apprehensions. for a total of50 apprehensions in the current fiscal year. If we followed 
the exact statutory language. State '4 would receive :O percent of the allocation (20 
apprehensions in current FY/40 total apprehensions in previous fiscal year), and State B 
would receive 75 percent (30/40). Vsing these proportions would result in allocating 125 
percent of the $83 million specified in law. a result that would be legally prohibited. 
Alternatively, if the total number ofapprehensions in the current year were to decrease, 
then the SLY states' proportion of the previous year's total could be less than 100 percent 
of the available funds, again making it impossible to allocate the funds as provided for by 
the statute. 
Additionally, a literal interpretation of the statute would delay implementation 
inappropriately in that it would require us to wait for data on the number of 
undocumented alien apprehensions to be made available for the current year. With the 
inherent time lag necessary for DHS to collect and compile the data, FY 2005 data would 
not be available until November 2005. Not knowing final allotments until after the end 
of the fiscal year could impose a burden on providers if payments had to be reconciled 
afier the end of the year. 
Given the ambiguity in the statutory language, we believe that the current year 
used to identify the six states with the highest number of undocumented  alien^ 
apprehensions is actually a time prior to the start of the current fiscal year. We believe it 
was the legislative intent to calculate the state proportions based on apprehension data 
from the same rime period thar is prior to the start of the current fiscal year. Thus. in 
consideration of the need for symmetry between the nuinerator and the denominator. we 
plan to use the same time period ihdt is used for identibing the six states as for 
determining the proportions (April 1,2003 to March 31,2004. Thus, we plan to 
determine the FY 2005 ailotmenis to the six states based on the proportion of 
undvcumented alien apprehensions in 3 given state for the period of April 1, 2003- March 
3 1. 2004: compared to the total of such apprehensions for 311 six states for the period of 
April 1,2003- March 31,3004. 
For purposes of determining the allocation for the six states in subsequent fiscal 
years, we will use the period of July 1-June 30 of the previous year (i.e., FY 2006 will be 
based on the number of apprehensions for July 1,2004-June 30,2005.) 
Final FY 2005 State Allocations 
Attachment 1 contains the final state fimding allocations for FY 2005. The state 
specific allocation of the $167 million is based on already available data required to 
calculate the funding amounts and remain unchanged for each fiscal year (FY 2005-FY 
2008). The six state allocations of the $83 million may change on yearly basis, so the 
allocations may change in FY 2006 - FY 2008. Updated allotments for the $83 million 
for Fk- 2006-2008 will be determined before the start of each fiscal year. 
Public Comments 
In response to several comments that suggested that state funding allocations be 
redistributed from one jurisdiction (i.e.. State or the District of Columbia) to another 
jurisdiction. CMS is adopting a position that section i01 l(b) ofthe MMA establishes a 
hnding allocation for each jurisdiction identified In (e)(6) and that the funding allocation 
is not subject to revision by CMS. Moreover, we believe that the statutoiy language 
contained in section 101 1(e)(6) of the MMA precludes payment for services furnished in 
Guam. Puerto Rico. and other C.S. 'Territories. Therefore; we are unable to adopt the 
recommendation to redistribute state alloi.ations established by section 101 1 .  
IV. Eligible Providers 
For the purposes of this provision, a hospital, physician, or provider ofambulance 
services (including an Indian Health Service (IHS) facility whether operated by the IHS 
or by an Indian tribal or tribal organization) are considered eligible providers. 
"Hospital" is defrned at section 1861(e) of the Social Security Act (42 U.S.C. 
1395x(e)). The term "Hospital" generally includes all Medicare participating hospitals, 
except that such term shall include a critical access hospital (as defrned in section 
1861(mm)(l) of such Act (42 U.S.C. 1395x(r)). While the definition of hospital under 5 
101 l(e)(3) cross-refers to $ 1861(e) of the Social Security Act, and does not expressly 
limit coverage to hospitals with a Medicare participation agreement under $ 1866, 
"eligible services" are defined in § 101 1(e)(2) as meaning, in pertinent part, "health care 
services requiredby the application of section 1867 of the Social Security Act : . ." 
Because section 1867 establishes legal obligations only for hospitals participating in the 
Medicare program, therefore, only Medicare participating hospitals can furnish "services 
required" by section 1867. Thus, we are adopting a position that only Medicare 
participating hospitals can apply to receive funds under section 101 1. 
"Physician" is defined at section 156l!r) of the Act (42 U.S.C. 139js(r). The 
tenn "Physician" includes doctor of medicine (MD), diictor of osteopathy. and within 
certain statutory restrictions on the scope of services they may provide. doctors of 
podiatric medicine, doctors of optometry. chiropractors. or doctors of dental surgery. 
While section 10 1 1 does not define a "provider of ambulance services." we are 
adopting a position that a state-licensed "provider of ambulance services" for covered 
emergency transportation services is eligible for paqment for covered transports to a 
hospital emergency department or from one hospital to another. 
"Indian Tribe" or "Tribal organization" are described in section 4 of the Indian 
Health Care Improvement Act (25 U.S.C. 1603). 
Public Comments 
Several commenters recommended that Federally Qualified Health Centers 
(FQHCs) and mid-level practitioners, including nurse practitioners, physician assistants, 
and clinical nurse specialists, be allowed to seek section 101 1 payment. Since section 
101 1 clearly specifies that only physicians, as defined in 1861(r) of the Act (42 U.S.C. 
1395x(r), are eligible to bill for emergency services furnished to individuals identified in 
(c)(5), mid-level practitioners, including nurse practitioners, clinical nurse specialists, and 
physician assistants, are elisible to receive payments under section I0 I I for rhe 
emergency services provided. Ploreover. we believe that the statutory language contained 
in section 101 l(e)(4) of the MMA excludes FQHCs from receiving payment for section 
I01 I emergency services, unless the FQWC meets the definition o f a  hospital in 1861 je) 
of the Social Security Act (43 U.S.C. li95x(ej). 
V. Eligible Alieiis 
As specified in (c)(5j of section 101 !of the MIVIA. aliens are defined as: 
• Undocumented Aliens (Section 101 1 does not define the term 
"undocumented alien." For the purposes of implementing this section of MMA, the term 
"undocumented alien" refers to a person who enters the United States without legal 
permission or who fails to leave when his or her permission to remain in the United 
States expires); or 
• Aliens who have been paroled into the United States at a United States 
port of entry for the purpose of receiving eligible services (In general, parole authority 
allows the Department of Homeland Security to respond to individual cases that present 
problems for which no remedies are available elsewhere in the Immigration and 
Nationality Act. Parole is an extraordinav measure sparingly used to bring otherwise 
inadmissible aliens into the United States for a temporary period of time due to avery 
compelling emergency. The prototype case arises in an emergency situation. For 
example, the sudden evacuation of U.S. citizens from dangerous circumstances abroad 
often includes household inembers who are not citizens or permanent resident aliens. and 
these persons .nay be paroled. When aliens are brought to the United States to be 
prosecuted or to assist in the prosecution of others. they are paroled.); or 
• Mexican citizens permitted to enter the United States for not more than 72 
hours under the authority of a bioinetric machine readable border crossing identification 
card (also referred to as a "laser visa") issued in accordance with the requirements of 
resulations prescribed under section I O l  (aJ(6) ofthe immigration and Nationality Act (8  
U.S.C. I01 l(a)(6)). 
On August 13,2004, the Department of Homeland Security, Bureau of Customs 
and Border Protection, published an interim rule with request for comments (69 Fed Reg. 
5005 I) expanding the time restriction on border crossing cards used by Mexicans to enter 
the United States for temporary visits. The new rule extends the time limit for border 
crossing card visitors &om 72 hours to a period of 30 days. Previously, border-crossing 
cardholders could visit the United States for 72 hours within a border zone of 25 miles 
along the border in Texas, New Mexico, and California and 75 miles of the border in 
Arizona. The geographic limitations remain unchanged. 
Public Comments 
One commenter recommended that an eligible provider be allowed to claim 
section 1011 payments for foreign nationals possessing a non-immigrant visa. Since the 
statutory language does not permit payment for foreign nationals and other immigrants 
not identified in section I01 1 (c)(5) of MMA, we are not adopting this recommendation, 
V Covered Services 
Paragraph (c)(l j of section 10 I I requires the Secretary to make payments. from 
the allorments described earlier in that provision, for eligible services to undocumented 
aliens. "Elizible services" are defined in paragraph '112) as "health care services 
required by the application of section 1867 [EMTiXLA]. . .and related hospital inpatient 
and outpatient services and ambulance services (as defined by the Secretary)." For 
hospital and ambulance services, the authority to pay for "related" services, as well as for 
those the hospital is required to provide under EMTALA: is clear. For physician 
services, we believe that the statutory language also should be read to provide for 
payment for "related" physician services. 
Under the Medicare Act, inpatient hospital services are paid under Part A while 
the associated physician services are paid under part B. Thus, normally EMTALA 
services give rise to separate claims under part A and part B. Section 10 11, however, is 
not codified in the Medicare Act and, therefore, we are not required to follow those 
billing conventions. Moreover, Congress seems to have intended to permit simultaneous 
payment for both hospital and physician services furnished at the same time by giving the 
hospital the option to elect to receive payment for the associated physician services, see 
section 101 l(c)(?)(C)(i). Because section I01 I includes payment for both related 
inpatient and outpatient services. we believe that in the context of this new program the 
statute can be reasonably interpreted to include the associated physician services at the 
Ilospital :hat are related to EMTALA. 
Section lX67(e) of the Social Security Act defines the term "emergency medical 
condition" as a medical condition manifesting itself by acute symptoms of sufficient 
severity (including severe pain) such that the absencs of immediate medical attention 
could reasonably be expected to result in placing the health ofthe individual (or, with 
respect to pregnant women. the health ofthe woman or her unborn child) in serious 
jeopardy, serious impairment to bodily functions, or serious dysfunction of any bodily 
organ or part; or with respect to a pregnant woman who is having contractions that there 
is inadequate time to effect a safe transfer to another hospital before delivery, or that 
transfer may pose a threat to the health or safety ofthe woman or unborn child. 
Initial Prouosal 
Initially, we proposed that section 101 1 coverage would end when a patient was 
discharged from the hospital. While this approach would impose the least amount of 
burden on hospitals since no splitting of costslcharges or other information would be 
needed to determine payments during a stay, we now believe that this approach is overly 
expansive and may not fully comport with the intent of Congress to limit the coverage 
criteria. Thus. by adopting our final implementation approach that permits payment for 
services furnished until the patient is stabilized, we believe that we are focusing payment 
on EMTALA and the most closely related EEV1T24LA services. The primary point of the 
EMTALA services is to stabilize the patient in an emergency rather than to cure the 
underlying illness or injury. 
Other Opiions Considered 
We considered several other options in our initial proposal. We also considered 
limiting "related services" by the hospital to services furnished within a specific time 
Srame after stabilization or inpatient admission. For example. coverage of outpatient 
hospital services at the hospital to which the patient initially presents could be limited to 
services that are furnished on the date on which the patient is stabilized, and inpatient 
services coverage could be limited to services furnished on the calendar day immediately 
following the date of a good faith admission to stabilize the patient's emergency medical 
condition: or on the next calendar day. Coverage of inpatient and outpatient hospital 
services of specialty hospitals could be limited to services furnished on the calendar day 
immediately following the date of admission as a result of an appropriate transfer 
required by EMTALA, or on the following calendar day. In adopting a position that 
covers services provided through stabilization, we believe, in general, the most intensive 
procedures or services required for an emergency patient would be those furnished during 
the earliest part of a stay. In some cases, however, stabilization may take longer, so we 
are adopting a final approach that will permit payments beyond a fixed time period in 
some circumstances. We believe this more flexible approach will more accurately reflect 
the services that hospitals and physicians furnish to patients prior to stabilization. 
Finally, we considered an approach under which coverage for the hospital, which 
first treats the individual, would end when that hospital admits an unstable individual for 
inpatient treatment. We recognize that such an approach would allow us to identi@ and 
pay for the services required by EMTALA, and would help hospitals and other providers 
clearly identii'y the point at which coverage terminates. f-lowcver, this option would not 
fully implement the statute since it would not provide payment for EMTA1,A-related 
services, as required under section (c)(lj of section 101 1.  Therefore, we do not believe 
this approach can be adopted. 
Public Comments 
Several commenters recommended that we limit inpatient coverage to a defined 
period of time after an inpatient admission. Specifically, these commenters 
recommended that CMS more closely tie section 101 1 coverage to patient stabilization. 
In addition, these commenters asserted that extending inpatient coverage through 
discharge would accelerate the depletion of the program's limited financial resources, 
could encourage fraud and abuse, and may result in the hospitals providing services 
unrelated to the emergency condition for which the patient was admitted. We appreciate 
these comments and agree that providing coverage through stabilization is consistent with 
Congressional intent. 
Final Im~letnentation Avproach 
For hosoital services, we are adopting a position that payment will be made for 
covered services that would begin when the hospital's E W A  obligation begins. 
Typically this is when the individual arrives at the hospital emergency department and 
requests examination or treatment for a medical condition or ifthe individual comes to an 
area oithe hospital other than the dedicated emergency department for an emergency 
medical condition. For specialty hospitals receiving appropriate transfers under 
EMT4L.4 (section 1867(g) of the Act), coverage will begin when the individual arrives 
31 the specialty hospital. 
For hospital services. we are also adopting a position that section I01 I coverage 
continues until the individual is stabilized, notwithstanding any inpatient admission. (In 
connection with this option, we note that under current EMTALA regulations, the 
obligation of the hospital which first treats the individual ends when the individual is 
either stabilized, appropriately transferred to another facility, or admitted in good faith as 
an inpatient for stabilizing treatment.). For a specialty hospital receiving an appropriate 
transfer, coverage also will continue until the individual is stabilized. For an inpatient of 
either hospital, this could necessitate a stabilization determination in the middle of the 
patient's stay, and chargeslcosts or other information (such as diagnostic or procedural 
information) needed to determine payments would have to be divided between both 
portions of the entire stay, to assure that the bill submitted for section I01 1 includes only 
covered services. 
To be considered stable, a patient's emergency medical condition must be 
resolved, even though the underlying medical condition may persist. For example, an 
individual presents to a hospital complaining of chest tightness, wheezing, and shortness 
of breath and has a medical history of asthma. A physician completes a medical screening 
examination and diagnoses the individual as having an asthma attack is an 
emergency medical condition (EMC). Stabiiizing treatment is provided (medication and 
oxygen) to alleviate the acute respiratory symptoms. In this scenario the EMC was 
resolved, but the underlying medical condition of asthma still exists. After stabilizing the 
patient, the hospital no longer has an EMTALA obligation. The physician may discharge 
The patient home, admit himher to the hospital, or transfer (the "appropriate transfer" 
requirement under EMTALA does not apply to ihis situation since the patient has been 
stabilized) the patient to another hospital depending on hislher needs or request. 
In general, we believe that most patients are stabilized within 2 calendar days. 
We believe that ~ ~ ~ A ~ ~ - r e l a t e d  services are all those medically necessary inpatient 
services that occur prior to stabilization. (For example, a patient that is admitted after 
midnight on May l O* would most likely be stabilized before midnight on May I 1 ".) In 
conjunction with our adopted payment methodology, we are adopting a position to 
review inpatient admissions that go beyond 2 calendar days. As a matter of enforcement 
discretion when conducting reviews of claims, we will not review the stabilization 
determination for those claims for which stabilization occurs on the first or second day. 
Hospitals need not document when stabilization occurred in these cases. We may review 
cases where stabilization is determined to have occurred on the third or later day of the 
admission. In the event we review the claim, we would expect the medical record to 
completely document the reasons for the stabilization determination. If a determination 
were not properly documented, we would deem stabilization to have occurred on the 
second day of the stay. Accordingly, hospitals would need to determine how many days 
an individual was in the hospital before stabilization occurred. The hospital would then 
receive a per-diem rate ibr that individual for each day ofthe stay, not to exceed the f'ull 
DRG payment. The per diem rate is calculated by dividing the fu l l  DRG payment by the 
geometric mean length of stay for the DRG. Ifowever, it is worth noting that the per 
diem rate is still subject to the pro-rat3 reduction discussed in section XV. 
While this approach may impose additional administrative burdens on hospitals. 
we believe that this coverage approach is inore consistent with Congressional intent of 
limiting the duration of covered services to stabilization. In adopting this approach, we 
believe that we will reduce the potential of the pro-rata reduction discussed in section 
XV. Further, we believe that limiting coverage through stabilization, rather than through 
discharge, will prevent hospitals ftom seeking 101 1 funds for services unrelated to the 
emergency medical condition. 
For phvsician services, we are adopting a position to cover all medically 
necessary and appropriate services which physicians furnish to a hospital inpatient or 
outpatient who receives emergency services required by section 1867 (EMTALA) or 
"related' inpatient c r  outpatient services, as defined above; that is, through stabilization. 
Our reasons for planning to adopt that coverage option for hospital services are explained 
'&her above. As noted above, "physician" is defined at section 1861(r). 
We are adopting a position that follow-up care provided by a physician to an 
individual who is no longer receiving llospital services covered under this section would 
not be covered. Non-coverage of physician services would extend to services which 
mizht be furnished when the patient is neither a hospital inpatient nor outpatient, even if 
the services are needed to treat the saine illness or injup that caused the EMTALA 
provision to apply. For example, if an individual were treated as an outpatient in a 
hospital emergency department for a severe cut and required minor surgery to close the 
wound, thus stabilizing his or her medical condition. both the hospital and physician 
services in that sening would be covered. Ho\vever, subsequent physician office visits 
provided after stabilization would not be covered, even ifthe visits were for the purpose 
of removing stitches or providing other post-surgical care for the injury that caused the 
original emergency department visit. 
For ambulance services, we are adopting a position that covers all medically 
necessary air and/or ground ambulance transportation of a patient to the first hospital at 
which he or she is seen for an emergency medical condition. In addition, we will cover 
any medically necessary aidand or ground ambulance transportation of a patient that is 
necessary to effect an appropriate transfer under EMTALA. We are adopting a position 
that we will not cover the transportation costs associated with transporting patients once 
emergency care is provided. Although air and/or ground ambulance providers are not 
themselves subject to EMTALA under section 1867, such transport services, when 
medically necessary, are "related" to services that a hospital is mandated under 
EMTALA to provide. 
VII. Enrollment Application Process 
Section 101 I (c)@)(C) of the MMA states that tlie Secretary shall provide for the 
election by a hospital to either receive payments to the hospital for - 
( i )  hospital and physician services; or 
(ii) hospital services and aportion ofthe on-call payments made by the 
hospital to physicians. 
To implement this provision of the statute, CMS is adopting a position that each 
provider electing to receive section 101 1 payments must submit a paper enrollment 
application and an electronic enrollment application prior to submitting a payment 
request. 
While completing the enrollment application increases the paperwork burden for 
some providers, we believe that this process is essential to issuing electronic payments to 
providers and ensuring payments are made onIy to qualified providers. Moreover, this 
application will be a measure to ensure that inappropriate or fraudulent payments are not 
made as required by section 101 l(d)(l)(B). Specifically, this application will: 
. Identify a provider's potential interest in seeking payment under section 
101 I .  but will not require the provider to seek payment: 
. Allow hospitals to make a payment election, as required by section 
101 l(c)(j)(C); 
. Allo\i, CMS' designated contrxtor to obtain necessary financial 
information to effectuate payments and issue the appropriate tax information; 
. Establish the state of service for each pro\~ider. This will assist CMS in 
making provider payments from the appropriate state allocation; 
. Allow CMS to verify whether the hospital, physician or provider of 
ambulance services is cunently enrolled as a Medicare provider; 
. Advise hospitals to noti@ physicians of its election under (c)(3)(C) of 
section 101 1; 
. Advise hospitals electing hospital and physician payments to provide 
reimbursement to physicians in a prompt manner; 
. Inform hospitals of the statutory provisions that prohibit a hospital electing 
to receive both hospital and physician payments from charging an administrative or other 
fee to physicians for the purpose of transferring reimbursement to physicians (see section 
10 1 1 (c)(3)(D)); 
. Acknowledge the provider's obligation to repay any assessed overpayment 
within 30 days of notification by CMS: and, 
. Inform a provider about applicable Federal laws relating to submission of 
false claims. 
Accordingly: we are adopting a position that an abbreviated enrollment 
application must be submined electronically via a secure website established by our 
designated contractor and that an original copy of the enrollment application must be 
submitted to CMS' designated contractor for verification purposes. 
On May 9: 2003, the OMB approved the provider erirollment information 
collection instrument and related instructions. The provider enrollment application can be 
found at http:~l.nww.cms.hhs.eov~roviderslsection10 1 1. 
Enrollment Process and Appiication for A4edicare Parricipatin~ Providers 
Any hospital, including those operated by the Indian Health Service and Indian 
tribes and tribal organizations, enrolled in the Medicare program and seeking payment 
must submit an enrollment application to participate in the section 101 1 program. 
Further, as stated above in section IV of this paper, because section 1867 of the 
Social Security Act establishes legal obligations only for hospitals participating in the 
Medicare program, only Medicare participating hospitals can furnish "services required" 
by section 1867, we are adopting the position that only Medicare participating hospitals 
can apply to receive funds under section 101 1. 
Hospitals' Election 
We are adoptins a position that hospitals electing to receive payment for both 
hospital and physician services under jcj(j)(C)(i) will m b e  allowed to submit claims 
from certain physicians while allowing other physicians to bill separately. '4ccording!y. 
hospitals electing to receive payments under (c)(3)(C)(i) must receive payment for all 
physicians employed by or contracted with the hospital. 
Szihmtc.sion ofi"nroI1nreni Aaoiicuiion ibr Cfecficare Purtici~niing Providers 
Medicare providers are required to submit an abbreviated enrollment application 
and an electronic section 10 1 1 enrollment application. Once the section 101 1 web-based 
enrollment process is established, Medicare providers will be notified. Once established, 
Medicare providers may submit their electronic enrollment application at any time, but at 
least 30 days prior to submitting a claim. Since Medicare participating providers already 
have electronic data interchange agreements (EDI) with their existing carrier or fiscal 
intermediary. we are adopting a policy that no additional agreement be signed. If the 
provider does not have an ED1 agreement, the provider will need to complete an ED1 
agreement. Finally, we are adopting a position that a provider would be eligible for 
payment if the designated contractor approves an abbreviated enrollment application in 
advance of quarterly claims processing activities. 
Enrollment Process and  Apalication for Nan-iWedicare Participatinp Providers 
We are adopting a position that a physician or provider of ambulance services not 
currently enrolled in the Medicare program submit a completed Medicare enrollment 
application (i.e.. a CMS-8551 for physicians or a CMS-855B of a provider of ambulance 
services) and sign an ED1 agreement prior to subanittilig a section 101 1 abbreviated 
enrollment application and electronic section 101 1 enrollment application. If the 
provider does not have an ED1 agreement: the provider will need to complete an ED1 
ageement. 
The designated contractor will revie\%, and approveldeny tile Medicare enrollment 
application prior to reviewing the section I 01 1 ahbreviated enrollment application 
request. ;hiote: A physician or provider of ambularice services need not enroll in the 
Medicare program in order to receive section 101 1 payment. However, we will use thc 
Medicare enrollment application and the abbreviated enrollment application to ensure 
that inappropriate, excessive or fraudulent payments are not made from state allotments. 
The purpose of collecting this information is to determine or verify the eligibility 
of individuals and organizations to participate in the section 101 1 program. This 
information will also be used to ensure that no payments are made to a physician or 
provider of ambulance services who is excluded from participating in Federal or State 
health care program. 
Change in Bankinz and Financiai Information 
To ensure that payments are issued in a timely manner and in an effort to reduce 
the administrative burden both for provider submitting reimbursement requests and for 
CMS: we are adopting a position that participating section 101 1 providers notify CMS' 
designated contractor in writing regarding any change in its bank routing or financial 
information. We believe that this approach will ensure the efficient and effective 
administration of the statute. 
VIII. Reimbursement from Third-Party Payers and Patients 
Paragraph (c)(I) of section 101 1 requires the Secretary to directly pay providers 
for the provision of eligible services to aliens to the extent that the eligible provider was 
not oihenvise reimbursed (through insurance or other\vise) for such services during that 
fiscal year. 
Accordingly, we are adopting a position that each provider seek reimbursement 
from all available funding sources, including, if applicable, Federal (e.g.. Department of 
Homeland Security), State (e.g., Medicaid or State Children's Health Insurance 
Program), third-party payers (e.g., private insurers or health maintenance organizations), 
or direct payments from a patient, prior to requesting a section 101 1 payment. We 
believe that this is consistent with the statutory intent of this provision and will limit 
reimbursement to only those instances where no other reimbursement is likely to be 
received. 
Use ofExistina Practices and Procedures to Identih Reimbursement Sources 
We are adopting a position that hospitals and other providers use their existing 
practices and procedures to identi@ and request reimbursement from all available 
funding sources prior to requesting a section 101 1 payment. 
I~npaci o f  MedicaidPai~ments 
Consistent with 42 CFR 5 115.15. Medicaid payments will be considered 
payment in full and providers are only allowed to submit a request for section I 01 1 
reimbursement for the deductible, coinsurance or co-payment not paid by the individual. 
42 CFR S; 447.15 states, "A state plan must provide that the Medicaid agency must limit 
panicipating in the Medicaid program to providers who accept; as payment in full, the 
amounts paid by the ageni.y plus any deductible, coinsurance or co-payment required by 
the plan to be paid by tlie individual. However_ the provider may not deny services to 
any eligible individu~l on account oi'the individual's inability to pay the cost-sharing 
amount imposed by the plan in accordance with 431.55(g) or 447.53. The previous 
sentence does not apply to an individual who is able to pay. An individual's inability to 
pay does not eliminate his or her liability for the cost sharing charge." 
Impact ofDeoartment offlomeland Securitv Pavments 
Consistent with US Code Title 18, Part 111, Chapter 301, Section 4006, we are 
adopting a position that payments made by the Department of Homeland Security are 
deemed to be full and final payment. 
Impact o f  Workers Compensation Pavments 
Subject to limitations imposed by state law, we are adopting a position that 
providers may balance bill a patient after receiving a worker's compensation payment or 
determining that a workers' compensation payment may be made on behalf of the patient. 
In addition. subject to limitations imposed by state law, we are adopting a position that 
allows a provider to bill section 101 1 for unpaid workers' compensation eo-payments and 
deduc:ibles. 
Impuc! ofPuvntents fiom a Patient 
To the extent that there is no third-party payer and an eligible patient self-pays for 
his or her care, CblS is adopting a positiori that a provider be allowed to "balance bill" 
section 101 I in the aforementioned situation for c la i r~~s that are not fully paid by the 
patient. In addition, a provider may balance bill the p~rient for the appropriate costs aErer 
a section 101 1 payment has been made. 
Imuact ~f Grants and Gifts 
We are adopting a position that state and local indigent or charity care programs 
or state funded subsidies are not to be considered in determining whether a third-party 
payment is applicable. 
Impact ofSection I01 1 pavments on the Medicare Cost Re~or t  
We are adopting a position thar hospitals should not report section 101 1 payments 
on their Medicare cost report. 
Receipt o f  Third-Parm or Patient Pavments after Section 1011 Reimbursement is 
Received 
We are adopting a position that if a hospital or other provider receives a payment 
from a third-party payer subsequent to a section I 01 1 payment that the provider noti& 
the CblS' designated contractor. An overpayment niay occur if a provider receives 
payments in excess of the approved payment amount. In some cases. a provider may 
receive a combination of third-party payment aiid section 101 I payment that exceed tile 
approved payment amount. 
IX. Patient Eligibility Determination 
Section 1867 ofthc Social Security Act (EMTALA) requires a hospital that 
provides emergency services to medically screen all persons who come to the hospital 
seeking emergency care to determine whether an emergency medical condition exists. If 
the hospital determines that a person has an emergency medical condition, the hospital 
must provide treatment necessary to stabilize that person or arrange for an appropriate 
transfer to another facility. 
Section 1867 precludes a participating hospital from inquiring about an 
individual's method of payment or insurance status before a medical screening 
examination. For purposes of payment under section 101 1, hospitals and other providers 
are required to collect and maintain additional information regarding a patient's 
eligibiliQ. 
After a hospital initiates the medical screening for an emergency medical 
condition and stabilization efforts have been initiated, hospital staff routinely begins a 
financial screening process to determine how an individual will pay for his or her health 
care. In many cases. the iinancial liability associated with an individual's care is borne 
by a third-party payer. including federal: state. or private insurance. In some cases. a 
patient is neither insured nor financially able to pay for his or her care. If a patient nas no 
other insurance and is unable to pay for treatment, many hospitals will attempt to enroll 
tlie patient in Medicaid. 
In general, section 1903(v)!l) ofthe Social Securit). Act limits ivtedicaid 
eligibility to aliens who meet certain immigration status requirements. However, all 
aliens (including undocumented aliens) are eligible for treatment of an emergency 
medical condition, provided that they meet all other Medicaid eligibility requirements. In 
other words, all aliens are eligible for emergency Medicaid coverage only if, except for 
immig~ation status, they meet Medicaid eligibility criteria applicable to citizens. For 
citizens and non-citizens to qualiQ, they must belong to a Medicaid-eligible "category" 
such as children under 19 years of age, parents with children under 19, or pregnant 
women - and meet income and state residency requirements. 
We believe that hospital eligibility specialists are sufficiently knowledgeable to 
avoid asking patients to complete a Medicaid application when the individual has 
provided information that would deem the patient "categorically ineligible" for Medicaid 
benefits. Patients generally considered "categorically ineligible" include non-disabled 
adults and adults without minor children. Moreover, while undocumented aliens have 
little or no incentive to provide information regarding their citizenship status, it should be 
noted that categorically eligible immigrants have a strong incentive to demonstrate that 
they quali@ to receive Medicaid. 
Government Accountabilitv Office Findings 
In May 2004. the Government Accountability Office (GAO) issued a report titled, 
"Undocumented Aliens: Questions Persist about Their lmpact on Hospitals' 
Uncompensated Care Costs." In this report (CAO-04-47?)> the CAO attempted to 
examine the relationship between uncompensated care and undocumented aliens by 
surveying hospitals, but because of a low response rate to key survey questions and 
challenges in estimating the proportion of hospital care provided to undocumented aliens, 
CAO could not determine the effect of undocumented aliens on hospitals' 
uncompensated care costs. 
The GAO also found that, "Determining the number of undocumented aliens 
treated at a hospital is challenging because hospitals generally do not collect information 
on patients' immigration status and because undocumented aliens are reluctant to identify 
themselves." Further, the GAO concludes that, 'The lack of reliable data on this patient 
population and the lack of proven methods to estimate their numbers make it difficult to 
determine the extent to which hospitals treat undocumented aliens and the costs of their 
care." Finally, the GAO recommended that, "he Secretary develop reporting criteria for 
providers to use in claiming these funds and periodically test the validity of the data 
supporting the claims." 
Ini~ial Pronosal 
Initially. we proposed that a patient specific approach that required hospitals and 
other providers to request direct eligibility information from patients. in response to the 
public concerns regarding the negative public health consequences of asking for this 
information, ure have decided not to ask hospitals and other providers to ask a patient if 
he or she is a citizen ofthe United States. 
Other 0~tron.s Consrdered - 
We considered two other provider eligibility documentation options. We 
considered establishing a hospital's alien patient workload by taking the ratio of number 
of emergency Medicaid eligible patients to the number of full-scope of Medicaid eligible 
patients served by a provider and apply that ratio to the provider's overall uncompensated 
care costs. While we considered this option, we do not favor this approach because these 
options do not adequately document the eligibility status of aliens described in paragraph 
(c)(j) of section 101 1. In the case of establishing a statistically based determination, we 
do not believe the data would yield a valid proxy or survey for the services provided to 
aliens defined in (c)(5). Moreover, we do not believe that any proxy methodology 
mentioned to date demonstrates a high correlation to providing emergency services for 
undocumented and other specified aliens. 
Finn! lmolementat~on Avaroach 
in considering how providers will identifv and document patient eligibility for the 
purposes of receiving payment under this section, CMS believes that documentation 
standards should: (!I not impcie requirements on providers that are inconsistent with 
EMTALA. ( 2 )  minimize the cost and reporting and record-keeping requirements. and (3) 
not compromise public health by discouraging undocumented aliens from seeking 
necessary treatment. 
Since section 101 1 payments are authorized only for the three catesories of non- 
citizens specified in (cj(5) of section 101 1: it is imponant to establish a process that helps 
to ensure that hospitals and other providers will received payments only for those three 
categories of individuals. Accordingly, we are adopting an indirect patient-based 
documentation approach. Using this approach, providers would request information about 
a patient's eligibility prior to discharge, but after the patient is identified as self-pay and 
not Medicaid eligible. m: Under EMTALA, a participating hospital may not delay a 
medical screening examination or treatment in order to inquire about the individual's 
method of payment or insurance status. We also would not allow a delay in the medical 
screening examination because of inquiries about patient eligibility. 
In documenting eligibility, a provider may use a Medicaid enrollment application 
or another existing information collection instrument. In documenting the eligibility of a 
minor child, the provider must determine if Medicaid or the State Children's Health 
Insurance Program would be available for the child's treatment. As an alternative to 
using the Medicaid enrollment application process or another established information 
collection instrument, a provider could use the information collection instrument that we 
have designed to obtain the necessary information regarding a patient's eligibility. In the 
event that a state's Medicaid enrollment application or another existing information 
collection instrument does not contain the information included in the newly designed 
information collection instrument. we would ask providers to supplement their existing 
collection instrument to include any additional information requested in the approved 
collection instrument. 
On %lay 9. 2003. the OMB approved the prov~der payment determination 
information collection instrument and related instructions. The provider payment 
determination form can be found at htto://~wv.cms.hhs.eov/providers!section1011. 
In adopting this approach, we have designed the information collection inshument 
to minimize its intrusiveness and therefore to minimize the extent to which it discourages 
persons from seeking needed emergency services. Similarly, we believe the final design 
minimizes the administrative burden on providers as much as is feasible while still 
providing CMS with infonnation needed for accurate section 101 1 reimbursement of 
services. While we are not requiring that providers use the information collection 
instrument designed by CMS, we are adopting a position that would require that 
providers collect and maintain the same information contained in the provider payment 
determination information collection inshument. This can be accomplished in a number 
of ways - a  provider may collect and maintain any additional information needed to 
support a patient eligibility determination by supplementing their existing collection 
instruments or a provider may use Che provider payment determination information 
collection instrument as the basis of its eligibilih determination. In either case. a 
provider must collect and maintain all of the information contained in the approved 
informat~on collect~on. 
Provider associations and patient advocacy organirations raised a number of 
concerns regarding CMS' proposed implementation approach of asking patients to 
directly respond to the questions regardins their eligibiiity status. To  mitigate these 
concerns and the potential negative health consequences of patients not seeking 
emergency care when it is needed, we are adopting an indirect measure to determine 
patient eligibility status. By establishing an indirect measure of patient eligibility. we 
believe that providers will be able to make an affirmative determination regarding a 
patient's eligibility without directly asking the patient about his or her eligibility status. 
We believe that asking a patient to state that he or she is an undocumented alien in 
an emergency room setting may deter some patients fiom seeking needed care. 
Moreover! if providers were required to request a Social Security number or other 
independently verifiable information 6om a patient, providers would need a mechanism 
to verify the authenticity of the information submitted. 
Given the numerous concerns raised about CMS' proposed patient-specific 
documentation approach, we believe that providers are more likely to receive accurate 
answers to the indirect questions, thus increasing the accuracy of patient eligibility 
determinations. We believe that revising our patient-specific eligibility documentation 
approach will limit the number of incorrect payment determinations made by hospital 
staff and other providers. Finally, .we believe that adopting an approach based on indirect 
questions offers several significant advantaxes over the proposed implementation 
approach. including improving section I01 1 payment accuracy, simplifying the patient 
eligibility information colleciion requirements for providers, and reducing provider 
associarions' and patient advocacy organizations' concerns about potential adverse public 
health effects. 
Einally, it is important to emphasize that emergency treatment should not be 
delayed to gather information contained on CMS' information collection instrument or 
any other existing collection instrument used by a provider to document a patient's 
eligibility. Moreover, if a provider decides to collect and maintain information regarding 
the name and badge number of a Federal or State OfficeriAgent who brings a patient to 
the emergency department, that information should be gathered in a way that does not 
delay emergency medical treatment. 
Completing the Provider Pavment Determination 
In determining a patient's eligibility status. a provider is responsible for 
completing and signing the provider payment determination and obtaining the documents 
to affirmatively determine patient eligibility. If a patient refuses to or is unable to provide 
the proof of eligibility. then the provider should not submit an individual claim or bill for 
the services rendered (see section XIII, Determination of Payment Amounts, 
Determination of Payment for Undocumented Uncompensated Care. for additional 
information regarding payments to providers for undocumented unconlpensared care.) 
Protected Information 
The sole purpose for requesting information contained on the Provider Payment 
Determination form is to obtain the information necessary to determine provider 
payment. Since section 101 1 payments are only available to certain providers who 
furnish emergency and related services to patients identified in section (c)(5), we are 
adopting a position that providers initially determine whether payment is applicable for 
the services rendered to an individual patient. 
The Health Insurance Portability and Accountability Act of 1996 (HIPAA) 
Privacy Rule directs "covered entities," which includes providers that electronically 
transmit health information in connection with covered transactions, to protect certain 
personal health information of individuals. including undocumented aliens. The Privacy 
Rule identifies and explains permitted and required uses and disclosures of the 
information. Among its provisions, it allows covered entities to use and disclose to other 
covered entities protected health information for payment purposes, under specified 
conditions. Payment is defined to include coverage or eligibility determination activities 
related to the individual to whom health care is provided. 
Protectinp Parient Inforn~afion - Lrse o f  Exisfinp Provider Practices and 
Procedures 
We are adopting a position that when responding to these information requests. 
covered providers, including covered hospirais. follow the HIPAA Privacy Rule 
requirements relating ro uses and disclosures for payment purposes and. as applicable. 
their own privacy practices. If complying with these requests constitutes a material 
change to a covered provider's privacy practices? that provider must also revise and 
distribute its privacy practices notice according to 45 CFR 164.520. 
Protecting A Patient's Civil Rights 
I-Iospitals and other providers should not assume that an individual is an 
undocumented alien based on a patients' ethnicity and their inability to pay for 
emergency services. Title VI of the Civil Rights Act of 1964,42 U.S.C. 2000d et. seq., 
prohibits discrimination on the basis of race, color, or national origin in any program or 
activity, whether operated by a public or private entity, that receives federal funds or 
other federal financial assistance. Thus! in operating or participating in a federally 
assisted program, a provider should not, on the basis of race, color or national origin, 
differentiate among persons in the types of program services, aids or benefits it provides 
or the manner in which it provides them. For example, providers should treat all 
similarly situated individuals in the same manner, and should not single out individuals 
who look or sound foreign for closer scrutiny or require them to provide additional 
documentation of patient eligibility. Accordingly, hospital and other provider personnel 
may not selectively screen individuals regarding their eligibility status, on the basis of 
race, color, or national origin. 
As a reminder. we encaurage hospirais and other providers to review their 
existins Title Vl policies and practices to ensure that all patient rights are protected 
Attestation and Maintenance of Eliiribilitv information 
We are adopting a position that providers make a good faith effort to obtain 
correct eligibility infixmarion and attest to the Pdct t h a ~  the information was correct to the 
best of their knowledge and belief. Since section 101 I funds are limited and section 101 I 
funding is available for only the individuals identified in (c)(j)- we are adopting a 
position thar providers atxesr thar information contained in the information collection 
instrument is conect to the best oftheir knowledge and belief. 
Consistent with EMTALA regulations, under this statute, the provider will be 
required to document the patient's file regarding the patient's eligibility when the patient 
is a member of a group for which payment under section 101 I is possible. While we 
expect that hospital staff and other providers will routinely collect and maintain patient 
eligibility information when it is determined thar a section 101 1 payment may be 
applicable, we are adopting a position that hospitals and other providers are not required 
to maintain patient eligibility information for individuals where a section 101 1 payment 
is not possible. 
We are adopting a position that providers maintain patient eligibility information 
and that patient eligibility information will not routinely be submiaed to CAMS. While 
some individuals have suggested that patient eligibility information be sent to one central 
location. we do nor believe that collecting this information is necessary given the 
payment methodology we are adoptins. In addition. we are concerned about the 
paperwork burden and administrative expense associated with sending patient eligibility 
data to CMS on a regular basis, 
As noted above. while hospitals and other providers will be required ro collect 
information regarding individuals' zligibility status in order to assure that section 101 1 
funds are being spent appropriately, we are adopting a position that providers are not 
required to submit this information to CMS as part of routine claims processing. 
However, providers are required to maintain this patient eligibility information for 
purposes of audit or compliance review. Moreover, since hospitals are in the best 
position to request information regarding a patient's eligibility status afier meeting 
EMTALA requirements, we would require that hospitals maintain eligibility information 
for patients for whom section 101 1 payment would be sought and that hospitals would 
make this information available to physicians and ambulance providers. Thus, the 
hospital eligibility determination would also apply to "related" ambulance and physician 
services as well. 
If a hospital chooses not to participate in the section 101 1 program or does not 
collect the patient eligibility information, a physician or ambulance provider is required 
to collect and maintain patient-specific eligibility information before billing the section 
I 0 1 1 program. 
In conclusion, we believe that documentation requirements described in this 
approach will further our efiurts to ensure that we reimburse providers only for the care 
associated with aliens described in paragraph (c)(j). 
X. Payment h f e t h o d o l o ~  
Paragraph (c)(4) requires that we make payments to eligible providers for the 
costs incurred in providing eligible services to aliens as described in (c)(5). In this 
section, we describe how we intend to reimburse eligible providers for providing 
emergency services to undocumented aliens and certain other aliens. 
Section 101 1 establishes a broad framework governing payment for the eligible 
senices furnished to eligible individuals. All payments must be taken f?om a particular 
state's allotment, thus, there is a finite amount of money that can be paid in any particular 
state or the District of Columbia for a fiscal year. In addition, the amount paid to a 
provider cannot exceed the costs incurred (§ I0 11(~)(7)(~4)(i)), but the payment could be 
less than the provider's costs based on a methodology established by the Secretary, see 
section 101 l(c)(2)(A)(ii). The statute also requires the Secretary to make a pro-rata 
reduction (see section XIV, Pro-Rata Reduction) ofprevious payments if the amount of 
funds allocated to a State is "insufficient to ensure that each eligible provider receives the 
amount that is calculated under [§ I0 1 l(c)(?)(A)]." Thus, each "eligible provider'' would 
receive some payment for furnishing "eligible sen.ices" but the precise amount ofthe 
final payment is uncertain. Moreover. the amount ofthe interim payment may vary by 
service, the number of eligible providers. ?he type of eligible provider, the location ofthe 
provider, or where the service is furnished. The Secretary is required to make quarterl? 
payments under 5 I0 I l(c)\',)(Di. 
Within this broad framework. the statute sives the Secretary discretion to 
determine a payment methodology (5 101 I (c)jl!(i\)jii)j and contained specific 
provisions that would permit the Secretary to make payments on the basis of advance 
estimates of expenditures with subsequent adjustments for any overpayments or 
underpayments. Section 101 l(d)(?). The statute also requires the Secretary to adopt 
measures that will prevent inappropriate, excessive, or fraudulent payments. 
While the statute would allow CMS to design a prospective payment approach for 
section 101 1, we are not implementing this approach. We have no provider specific data 
that we can use to estimate the cost of services currently provided to eligible aliens. 
Accordingly, we are adopting a retrospective payment approach. We believe that this is 
the only practical methodology that we can adopt that would ensure that interim 
payments would not exceed the available state allotment and that we would not need to 
make significant adjustments to those payments. In the f m r e .  if we determine that 
prospective payments can be made effectively and with a minimum number of 
overpavments, we will consider revising our payment methodology. 
Given that CMS is establishing a retrospective payment methodology_ another 
issue that must be resolved to implement section 101 I is the question of what type of 
retrospective payment methodology should CMS use in paying providers for care 
provided to undocumented aliens and certain other aliens. 
Other Options C'onsiiiered 
W e  previously considered establishing a service-based payment methodology 
with aggregate quarterly summaries. Under this option. CMS would have required each 
provider to submit one aggregate quarterly report of all of its charges for all covered 
section 101 1 services. Payment would be determined based on the information included 
in these quarterly summaries. This approach would not require providers to submit 
individual bills or claims for payment on a service-by-service basis, as they currently do 
under Medicare. Providers would have been required to maintain documentation 
sufficient to allow information f?om the quarterly report to be traced back to the 
individual patient services, thus permitting an audit oftheir claims. 
In general, we do not believe that this approach would provide the level of detail 
about services that is available through a claim-by-claim service-based payment 
approach. In addition, this approach limits CMS' ability to ensure that inappropriate, 
excessive or fraudulent payments are not made. Finally, this approach would still require 
that providers maintain claim-specific payment information (i.e., service-by-service or 
stay-by-stay) for each service provided, although it would not be submitted to CMS. 
We also considered establishing a payment methodology that utilized broad 
payment categories. Several interested parties have suggested that CMS establish five or 
slx broad payment categories, such as: 
- Ambulance Service 
- Physician Only Emergency Department Service 
- Emergency Department - Visit Only (hospital and a portion of on-call 
payments) 
- Emergency Department -- Visit Only (hospital and physician services) 
- Emergency Department with Inpatient Admission 
- Emergency Department with Inpatient Admission and subsequent Surgery 
While this approach would simplify payment methodology for CMS, we believe 
that establishing a payment methodology consisting of broad payment categories would 
require burdensome and costly billing system modifications for most providers. In 
addition, this approach does not allow a provider to be paid based on the costs incurred 
for each specific service. Since this approach would utilize an average payment amount 
for a particular service category (e.g., physician only emergency department service), it 
would result in overpaying some providers for particular services. 
Finally. we considered establishing a payment methodology based on a statistical 
proxy. To simpiify the payment process and minimize dowmentation requirements. 
several interested parties have suggested thdt CCMS establish a proxy methodology (such 
as determining hospital payments for undocumented alien services based on total ER 
visits, or on a percentage of Medicaid payments the hospital receives.) While this 
approach would allow C'CIS to distribute payments prospectively; it: (1) does not allow a 
provider to demonstrate the actual cost incurred for rendering EMTALA-related services. 
( 2 )  does not link payment to a specific patient, and (3) may overstate the amount of 
payments to hospitals. 
While we believe that a proxy payment methodology represents an alternative to 
individual or aggregate claim submissions, we do not believe that a proxy methodology 
can be validated on a claim specific basis. In addition. CMS could only validate the 
proxy measures, not the actual services provided. In general. we believe that any proxy 
measure will benefit some providers while disadvantaging other providers. Specifically, 
we believe that a proxy measure could benefit large hospital systems with complex 
computer systems and disadvantage smaller hospitals, rural hospitals, and Indian Health 
Service facilities that may be unable to provide the necessary information to receive an 
appropriate payment from a single proxy methodology. 
Finally, we are unable to establish a proxy measure that would provide fair 
payments to physicians and ambulance providers. We believe that physicians and 
ambulance providers would be disadvantaged if we adopted this type of payment 
methodology. We detail the payment methodologies we will use in section Xlll of this 
paper. 
Final Implementation Approach -- Pavment Meiiiodoloav: 
We are adopting a bill-specific payment methodology. CMS will require 
providers to submit bills or claims for payment on a service-by-service or per discharse 
basis, much as they currently do under Medicare and other insurance programs. Payment 
will be determined based on the information included in these claims. We believe that 
this system establishes an efficient payment process for providers. In establishing our 
payment methodology, we are generally using Medicare payment rules to calculate the 
payment amount for hospital services up to the point of stabilization, physician, and 
ambulance services under section (c)(?)(ii). Indian Health Service facilities and Tribal 
organizations would also be required to submit valid claim submissions and the payment 
amount under section (c)(?)(ii) would be determined based on the same methodology use 
by Medicare to pay those facilities. 
This approach would establish a fair and consistent approach t o  provider 
reimbursement for the costs each provider incurs for treating and stabilizing 
undocumented and certain other aliens. All payment requests would be aggregated (by 
CMS during claims processing) at the state level. Each provider within a state would 
receive a payment equal to the lesser of its costs, the Medicare reimbursement rate or, if 
provider payments exceed the state allotment. a proportional pavment of the Medicare 
reimbursement rate. Thus. if a pro-rata reduction were applicable. then CIMS would apply 
a common discounting factor to each Medicare based payment rate in order to adjust 
provider payments to the state allocation amount. We believe this method is the most 
accurate method for determining payments based on the actual services prov~ded to 
undozumcnted aliens, 
Using this payment determination approach would allow CMS to gather specific 
information about the types of services provided to undocumented aliens. Furthermore, 
the level of detail about services that is available through a claim-by-claim service-based 
payment approach will help CMS ensure that inappropriate, excessive or fraudulent 
payments are not made. 
XI. Distribution of State Funding to Providers 
In our initial proposal, we considered establishing a single provider funding pool 
in each state. 
Public Comments 
Several commenters recommended that we distribute funding according to 
specific funding allocations for each provider type. One commenter recommended that 
we use the national or state Medicaid payment data to establish distinct funding pools for 
each provider. Another commenter recommended that state allocation be distributed 
according to a defined methodology. Using the commenter's methodology, hospitals and 
physicians would each receive 49 percent ofthe state allocation with ambulance 
providers receiving the remaining 2 percent of the state allocation. 
While we appreciate and understand the rationale for establishing distinct funding 
pools, we do not favor this approach because it unnecessarily limits provider payment in 
advance of receiving provider payment request. In addition, we believe that this 
approach would increase the administrative complexity and costs associated with 
administering these funds. 
Final implementation A~proach -Creation of State Fundine Pool 
As we have stated above. state allotments are based on the statutory formula. 
Using the final state allotments, we are adopting a policy that establishes a single 
provider funding pool in each state and the District of Columbia. This approach would 
establish a single payment allocation per state and each provider would receive a 
payment f?om the state allocation. We believe that this approach would maximize 
provider payment, establish payments to providers within a state that reflect each 
provider's prorated share of the state allocation based on the costs each provider incurred 
in each quarter, and simplify the administration ofthis section of MMA. 
XII. Submission of Payment Request 
CMS requires that providers requesting reimbursement for aliens described in 
paragraph (c)(5) of section 101 1 submit claims within 180 days ofthe close of the  
Federal fiscal quarter. Thus: it is important to note that claims will not be paid on a first 
come, first paid basis. Because ofthe statutory mandate that the Secretary issue 
payments on a quarterly basis and the necessity for finality in the claims process, ciairns 
not submitted within a timely manner will be denied. 
Providers should submit individual claim submissions for services rendered on or 
after May 10? 2005. This approach provides for appropriate payment to pro\,iders of 
health care services required by the application of section IS67 and related hospital and 
outpatient services and ambulance services for individuals identified in (c)[5) of section 
1011. 
Basic Reauirements for all Section 101 1 Claims: 
We are adopting a position that section 101 1 claims meet the following 
requirements: 
1. We are adopting a position that a claim must be filed electronically with 
CMS' designated contractor in a form prescribed by CMS in accordance with CMS' 
Medicare processing instructions. For the purposes of section 101 1, CMS will require 
that a hospital submit an electronic claim that complies with the X12N 837 version 
410A1 institutional claim implementation guide (the electronic equivalent of the UB-92) 
and that physicians and non-hospital ambulance providers submit an electronic claim that 
complies with the X12N 837 version 410.41 professional claim implementation guide 
(the electronic equivalent ofthe CMS-1500). 
We are adopting a position that hospitals electing to receive payments for hospital 
and physician services under (c)(z)(C)(ii of section 101 1 must submit separate bills for 
hospital and physician services. 
2. We are adopting a position that a claim must have a date of service on or 
afier May 10, 2005. For the purpose of section 10 1 I paymelit, services rendered prior to 
May 10; 2005 or initiated on or before the May 9. 2005 are not eliyible for payment. 
. We are adopting a position that providers must tile an electronic claim 
within 180 days ofthe end ofthe federal fiscal quaner in which the service was provided. 
Accordingly, if services are rendered on May 12,2005. a provider must submit a 
payment request no later than 180 days Erom the end ofthat fiscal quarter (i.e., June 30, 
2005) in order to receive payment. Failure to submit a payment request within the 
prescribed time f?rames will result in a payment denial. This requirement is necessary 
given that section (c)(3)(D) of section 101 1 requires that the Secretary make quarterly 
payments to eligible providers. 
4. We are adopting a position that a hospital's request for on-call payment 
must have a date of service on or after May 10, 2005. For the purpose of section 10 1 1 
payment, hospital on-call payments made by the hospital for physician services on or 
before May 9, 2005 are not eligible for payment. 
Submission o f  A4edicai and other Documentation 
Unless specifically requested. CMS is adopting a position that hospitals and other 
providers maintain. but not submit. medical andlor patient eligibility information for 
pavment purposes. CMS' designated contractor may review clailns documentation prior 
to making a section 101 1 payment. Moreover. the wmaliance review contractor may 
review claims documentation during the compliance review process to determine the 
accuracy of payments. 
Desienated Claims Processine Contractor 
ClclS will designate a single contractor for the purposes of enrolling providers. 
receiving claims, calculating provider payment amounts: and effectuating payments. We 
believe that a single claims processing contractor will facilitate the effective 
administration of this section of MMA. We expect to award the contract for the 
designated contractor shortly. 
If a provider submits a section 101 1 claim to an existing Medicare carrier or fiscal 
intermediary other than the designated section 101 1 contractor, the Medicare carrier or 
fiscal intermediary receiving the section 101 1 claim submission will return the claim to 
the provider. Since section 101 1 claims are not Medicare claims and will not contain a 
valid Health Insurance Claim Number, only the designated contractor will be able to 
process these claims to payment. 
Designated Compliance Contractoris) 
CMS is a adopting a position that a compliance contractor will review medical 
and nonmedical documentation. The co~npliance contractor may conduct pre-payment 
or post-payment claim reviews, identi@ and assess overpayments, if necessary. and 
ensure compliance with the provisions outlined in this notice. 
XIU. Determination of Payment Amounts 
As stated above in section X, Payment Methodology, we generally use Medicare 
payment rules to calcuiate the payment amount for hospital, physician. and ambulance 
services under section (c)(?)(iij. Indian Health Service facilities and Tribal iir;.anizations 
would also be required to submit valid claim submissions and the payment amount under 
section (c)(2)(ii) would he paid based on current Medicare payment rules. 
Specifically, section (c)(2)(A) requires that CMS paid at the lesser of: 
(i) the amount that the provider demonstrates was incurred for the 
provision of such services; or 
(ii) amounts determined under a methodology established by the Secretary. 
The Secretary's method for estimating payments will consist of  determining what 
the appropriate Medicare payment amount would he if the patient whose services are 
covered under section 101 1 were a Medicare beneficiary, that is to say: 
payment rules using the transfer payment policy under the Inpatient 
Prospective Payment System (IPPS) for acute care hospitals. specifically payments will 
be calculated as if the patient were transferred on the day of stabilization or the 
appropriate excluded payment system for inpatient hospital services (including pre- 
admission bundling and all other payment ru1es.j In this way. payments will more 
appropriately track resource use regardless of the time it takes to stabilize a patient; 
payment rules using the transfer paymeni policy under the IPPS for long tern care 
hospitals (LTCHs), which are acute care hospitals. because we are considering only the 
time until stabilization, which will generally be significantly shorter than the long stays 
usually associated with LTCHs; 
payment rules using the inpatient psychiatric hospital PPS for inpatient 
psychiatric hospitals transitioning to the inpatient psychiatric hospital PPS to calculate 
what Medicare would have paid on a per diem basis for the days up to and including the 
date of stabilization; 
payment ~ l e s  using the transfer payment policy under the inpatient rehabilitation 
facility prospective payment system; 
the interim payment on the hill for inpatient services provided by critical access 
hospitals (a per diem amount for routine services and a percentage of hilled charges for 
ancillaries): and, 
the TEFRA per dischar~e limit for chiidren's and cancer hospitals excluded from 
the iPPS. 
payment rules under the Outpatient Prospective Payment System (OPPS) for 
hospital outpatient department EMTALA and EMTALA-related services not associated 
with an inpatient admission. 
payment rules under the physician fee schedule for Medicare participating 
physicians (that is, service level billing using appropriate CPTlllCPCS codes that we 
would then convert to claimed payment amounts using the Physician Fee Schedule (PFS) 
payment rules appropriate for the services billed). Similarly, we are adopting a position 
to pay physicians not enrolled in Medicare the PFS payment amount. 
payment rules under the ambulance fee schedule for ambulance trips that would 
be separately payable under the Medicare program if the patient were a Medicare 
beneficiary. Consistent with Medicare policy, the point of pickup determines the basis 
for payment under the fee schedule and the point of pickup is reported by its five-digit zip 
code. Thus, the point of pickup zip code determines the both level of payment under fee 
schedule and applicable geographic practice costs index (GPCI). If a second ambulance 
transport is required for a subsequent transport, then the zip code of the point of pickup of 
the second or subsequent transport determines both the applicable GPCI for such leg and 
whether a rural adjustment applies to such leg. 
We believe that this approach is consistent with (c)(2)(Aj of section I 0  I i .  
Determination of Hospitai On-Call Pavments 
CMS has determined that hospitals electing to receive payments under section 
(c)(?)(C)(iij will receive a percentage of the on-call payments made by the hospital to 
physicians. liospitals electing to reccive payments under section jc)(;)(C)(ii) will be 
required to submit a payment request to claim on-call costs. 
CMS requires that hospitals must file the hospital on-call information collection 
instruinent within 180 days of the end of the federal fiscal quarter to claim payment. 
Failure to submit the hospital on-call information collection instrument within the 
prescribed time &ames will result in the payment denial for on-call costs. This 
requirement is necessw given that section (c)(3)(D) of section 101 1 requires that the 
Secretary make quanerly payments to eligible providers. 
On May 9,2005, the OMB approved the Request for Section 101 1 Hospital On-Call 
Payments to Physicians information collection instrument and related instructions. The 
hospital on-call payment form can he found at 
httv://mv.cms.hhs.eov/wroviders/section1011. 
Determination of Pavments for Undocumented Uncom~ensated Care 
Hospitals that are unable to make an affirmative decision regarding a patient's 
eligihiliry may receive the full amount of their uncompensated care for individuals 
identified in [c)(5i of section 101 I .  Since we recognize that some patients may refuse to 
provide hospital staffor other providers with the necessary inrhrmation to make an 
affirmative section 101 1 eligibiliry determination, we have adopted an approach which 
wculd allow hospitals and physicians to receive a fraction ofthe outpatient emergency 
department care costs for individuals who refuse to provide information regarding their 
eligibility or provide the necessary billing information (e.g.. valid addressj that prevents 
the hospital from collecting payment from the patient. 
Because we presume that one in every 10 people that a hospital would treat, who 
wouid otherwise be an alien described under section 101 1(c)(5), will refuse or be unable 
to furnish the required eligibility information, we are going to create an additional 
payment to providers who furnish services (based on appropriate funding methodology 
discussed above) in the amount of 10 percent ofthe total approved outpatient services 
furnished in a quarter, subject to the pro-rata reduction. This increase in payment is 
intended to provide compensation to hospitals and physicians for services rendered in an 
outpatient setting for those patients who refuse to or unable to provide an a f f i i a t ive  
demonstration of their eligibility status. Vv'e are also adopting a position that ambulance 
provider approved claims will be increased by 10 percent for those patients who refuse to 
or unable to provide an affirmative demonstration of their eiigibility status. 
XV.  Pro-Rata Reduction 
Paragraph (c)(2)(B) of section I 01 1 states that if the amount of funds allocated to 
a state for a fiscal year is insufficient to ensure that each eligible provider in that state 
receives the amount of payment calculated. the Secretary shall reduce that amount of 
payment with respect to each eligible provider to ensure that no more than the amount 
allocated to the State for that fiscal :gear is paid to such eligible providers. 
Based on the statutory language, we believe that when the total value of all 
payment requests exceeds the iota1 amount available for a specified state allotment that 
we must recalculate the approved provider reimbursement amount so that each elizible 
provider will receive some payment for furnishing eligible service and that the sum of' all 
provider payments within a state does not exceed the available state allotment. For 
example, if CMS' designated contractor calculates that provider payments for a given 
quarter within a state are $40 million, but the state quarterly allotment is set at $5 million, 
then each provider would receive 12.5 percent of their approved payment amount. 
Since we are unable to predict the number of claim submissions or the value of 
approved claims for a given state for a particular quarter or fiscal year, we are unable to 
determine whether the pro-rata reduction would be applicable for a given quarter or state 
until we receive actual claim submissions. It is also important to note that the pro-rata 
reduction will vary from quarter to quarter and &om state to state. 
XV. Quarterly Payments 
CMS is adopting a quarterly proportional payment approach. Under this 
approach, CMS would make proportional provider payments on a quarterly basis but 
would not attempt to adjust provider payments within a state on an annual basis. In 
determining the quarterly state funding allotment the annual state allotment will be 
divided by four and distributed on a quarterl:; basis. In selecting this approach. we 
believe that providers would like to receive the lnaxilnum payment available within the 
shortest time period. 
Paragraph (c)(3)(D) of section 101 I requires the Secretary to make quanerly 
payments to eligible providers. For the purposes of implementing this section, we are 
adoptins a position to begin to make quarterly payments beginning two to three months 
after the claims filing deadline. Providers will receive quarterly payments approximately 
every three months thereafier. 
Implementation Approach for FY 2005 
For services rendered in FY 2005, CMS is adopting a policy to issue two 
proportional, rather than four, payments for the third and fourth quarters of FY 2005. 
Because we believe emergency services will in general be provided throughout the year, 
and because we believe the pro-rata reduction will likely be applied, we believe that 
basing FY 2005 payments on the last 2 quarters will still accurately reflect providers' 
costs of heating eligible patients. 
Because these instructions regarding information collection were not available to 
eligible providers in advance of April 1, we will adjust claims for the third quarter of 
fiscal year 2005 (April 1,2005 -June 30,2005) by developing for each hospital, 
physician and ambulance provider or supplier an average claimed amount per day for the 
period for which the instructions were available, and then multiplying that by the number 
of days in the quarter. In this way, we will adjust the claimed amount to cover the 
services ofthe entire quarter. rather than only the period for which the instructions are 
available. 
For example, if CIvlS published this notice on May 9. and a provider submitted 
approved claims iotaling $50,000 for services provided from May I @June 30, a period of 
52 days, the average daily claimed amount for the period would be ($50.000 I 5 2  days) = 
$961.54 per day. Because there are 91 days in the quarter. the claimed amount for the 
entire quarter would then be calculated as ($96 I .54 per day s 91 daysj, or $87.500.14. 
Implementation Approach for FY 2006 and Bevond 
In FY 2006 and beyond, CMS will issue four proportional payments 
XVI. Appeals and Claim Adjustments 
While we are not adopting a formal appeals process, we believe that providers 
should have an avenue to address payment disputes. Accordingly, we are adopting an 
informal appeals process to resolve payment disputes. In order to ensure timely and 
accurate payments to all providers, an informal appeals process will allow providers an 
opportunity to seek clarification of payment decisions while significantly reducing the 
time that it takes to resolve payment disputes. 
Since it is essential that we ensure administrative finality, we believe that this 
approach is consistent with section (c)(2)(B) of section 101 1. Moreover, given the 
expected level of reimbursement for these payments. it does not seem cost effective for 
prov~ders 3r CblS to establish a formal appeals process. 
The designated contractor will provide additional information regarding the 
informal appeals process during rhe claiming process. 
Claims Adius- 
To simplib the administration of this provision. we are adoptinp the position that 
providers are not allowed to submit a claim adjustment. 
XWI. Compliance Reviews 
Paragraph (d)(l) of section 101 1 provides that the Secretary establish measures to 
ensure that inappropriate, excessive, or fraudulent payments are not made &om the state 
allotments, including a certification by eligible providers of  the veracity of the payment 
request. 
To ensure that claim submissions are supported by clinical and non-clinical 
documentation, we are adopting a position of compliance reviews. These reviews may be 
based on, among other things: identified aberrancies and claims volume. 
XVIII. Overpayments 
We are adopting a position that each provider participating in the section 101 1 
project agree to repay any assessed overpayment. To simplify the administration of this 
program. CMS is adopting a position to \vithhold any identified provider overpayments 
from the next quarterly section I 01 1 payment. C.MS will noti& the provider and 
withhold payment from the quarterly payment until the overpayment is repaid. 
In the event that a provider does not have a sufficient balance in the next quarterly 
payment to repay the overpayment in full, then CMS will then notify the provider that the 
provider has j 0  days to repay the overpayinent without accrual of interest. Upon 
notification that an overpayment exists, the provider that fails to repay the overpayment 
within 30 days will accrue and be responsible for any interest determined to be 
applicable. Moreover, we are adopting a position to refer unpaid overpayments to an 
appropriate debt collection agency or the Department of Treasury consistent with the 
requirements of the Debt Collection Improvement Act. 
XD(. Annual Reconciliation Process 
We are adopting a position to conduct a reconciliation process for each state 
annually. It is during this process that we will calculate and disburse, subject to the state 
maximum, any remaining provider payments for the prior fiscal year. It is during this 
reconciliation process that any overpayments. whether withheld or refknded by a 
provider, will be redistributed. Thus, we are adopting a position that all overpayment 
will be redistributed during the annual reconciliation process. In the event that 
overpayments are assessed during a compliance review process, but repaid subsequent to 
the annual reconciliation process. we will redistribute these funds during a future annual 
reconciliation process. 
XX. Unused State Funding 
In our initial proposal: we stated that any unobligated state funds would not be 
available for redistribution to another state and that any unobligated state funds still 
remaining aiier the annual reconciliation process is complete for a given fiscal year will 
be returned to the U.S. Treasury. 
Public Comments 
A number of commenters stated that unused state allocations should be 
reallocated to other states or rolled over to the state allocation for the next year. While 
we do not have the authority to reallocate unused state allocations from one state to 
another, we agree with the commenters recommendation that we roll over unused state 
funding from one fiscal year to the next. Thus, if State A has an allocation of $1 million 
in FY 2005, but providers in State A are paid $750,000 in FY 2005, the remaining 
$250,000 will be added to the available state funding allotment in FY 2006. 
Final Imvlementation Approach 
Congress expressly states that the appropriation shall remain available until 
expended. In doing so, Congress has removed all statutory time limits as to when the 
funds may be obligated and expended. In essence, the funds remain available for 
obligation for authorized purposes until fully obligated within the purposes and 
limitations attributable to that appropriation. 
We believe that the statute clearly indicates that the purpose of  the appropriation 
is to make payments to providers within a state subject to the amounts available under the 
allotment made to the state. Once appropriated, the hnds  beconie available until 
expended, with no fiscal year limitations on their availability for expenditure. In the 
event that all ofthe funds allotted to a state in a fiscal year are not used to make payments 
to providers in that state; we are adopting a position that these unexpended funds 
continue to remain available for provider payments within that state in subsequent fiscal 
years. 
There is no indication in the language of the law that state allotments could be 
redistributed to another states or that the funds could be returned to CMS for other uses. 
Thus, CMS is adopting a position that a state allocation cannot be redistributed from one 
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STATE OF IDAHO, 13 AND FOR THE COUNTY OF JF ,$~ME 
CANYON VIEW PSYCHIATRIC AND ) 
ADDICTION SERVICES OF St. Luke's ) 
Magic Valley Regional Medical Center, ) 
Ltd. (regarding Pauline Kaimuri), 
1 
Petitioner, 
) Case No. CV-2006-789 
VS. ) 
BOARD OF COUNTY 
COMMISSIONERS OF JEROIvfE 
COCJTY, ) 
Respondent. ) 
MEMORANDUM DECISION ON JUDICIAL REVIEW 
The Petitioner, Canyon View Psychiatric and Addiction Services of St. Luke's Magic 
Valley Regional Medical Center, Ltd. (Canyon View), appeals from the Jerome County Board of 
Commissioner's (Board) final detemination denying Pauline Kaimuri's Emergency 31 day 
Application for medical aid assistance. 
After the briefing was completed, oral argument was heard on December 18, 2006. 
Attorney, Steven Pitts, appeared on behalf of the petitioner and Jerome County Deputy 
Prosecutor, Michael Seib, appeared on behalf of :he respondent. The matter was deemed 
. l u G  
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submitted for decision 011 December 18, 2006. The Court wo~rld note that coul~sel for the 
petitioller filed a memorandum with supplemental authority 011 December 26, 2006. Since tile 
in~tVer was deemed by tile court to have been submitted for decision and the court did not reqllest 
:111y additional authority and the parties did not request permission to brief the issues f ~ ~ r t l ~ e r ,  t l~e
court will not consider the additional filing by the petitioner. 
1. 
PROCEDURAL HISTORY AND BACKGROUND 
Pauline Kaimuri is a 23 year old female and undocumented alien residing in Jerome 
County. On November 30, 2005, she was admitted into the emergency room of Magic Valley 
Regional Medical Center with a history of schizophrenia and in extreme psychoses. Ms. 
Kaimuri was then evaluated and thereafter "deemed to be acutely psychotic." She was then 
medically released to Canyon View and was transported there by the police department. She 
remained there until she was discharged on December 21, 2005. 
On December 19, 2005, an Emergency 31 day Uniform County Medical Assistance 
Application was filed with Jerome County. The application sought assistance for the dares of 
service from November 30, 2005 to December 7, 2005. Jerome County initially denied the 
application on February 13,2006 for the following reasons: 
1. That the applicant should apply for the CMS/IOII program for undocumented aliens 
and therefore the County was not the last resource pursuant to I.C. 5 31-3502(17); 
2. That the applicant did not provide income information for the patient's mother who 
was sponsoring her daughter for permanent residency and therefore the application was 
incomplete pursuant to LC. 9 3 1-351 l(3); and 
3. The applicant failed to cooperate with the County. 
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On February 24, 2006, Canyon View appealed the denial of the applicatioli. Tlie appeal 
was iiiitially heard by the Board on April 25: 2006. Between tlie time of the filing of the appeal 
tilid the liearing on the appeal, Medicaid had paid tile applicant for the services provided on 
November 30: 2005 and ilierefore tlie liearing on tlie appeal was only as to the service dates of 
December I, 2005 to December 7: 2005. At the time of tlie liearing on tlie appeal, Soni Preece 
appeared on behalf of Canyon View as well as the applicant Pauline Kairnuri and her mother 
Santina Mwarania. Ivls. Preece testified that Canyon View had applied for payment under the 
CMSIIOI I program. (Tr. pg. 5-9). There is no dispute that tlie applicant was medically indigent 
and the only issue is whether the County or the CMSIIOI I program is the last resource. The 
hearing of April 25, 2006 was then continued to June 5, 2006. Counsel for the petitioner was 
present on June 5, 2006. The Board offered to Canyon View to continue the matter until a 
decision was made as to whether the CMS/IOII program would make any payments, however, 
Canyon View declined to accept the continuance. (Tr. pg. 49-5 1). 
On July 3, 2006, the Board issued its Findings of Fact and Conclusions ofLaw denying 
the application for payment of the medical bills for the period of December 1 to December 7, 
2005 on the basis that the CCMSIIOI I program was another resource available to Canyon View 
and that the County was not the last resource pursuant to I.C. 9 3 1-3502(1) and (17). 
On July 17, 2006, Canyon View filed a Petition for Judicial review raising the issues of 
whether the CMSIIOI I program was an available resource and whether the applicant was 
medically indigent. 
11. 
STANDARD OF REVIEW 
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Review of a denial of an application for indigency benefits is governed by the 
Adiniiiistrative Procedures Act. I.C. Section 67-52 et seq.; I.C. Section 31-1506; Scicred FIeart 
.~tIcdiciii Center v. Kootenai CO~, I~I@ Con~iiz'rs., 136 Ida110 757, 31 P.3d 215 (2001). ''A 
reviewing court may not substitute its judgment for that of the administrative agency on 
questions of fact, and will uphold an agency's findings of fact if supported by stibstantial and 
competent evidence." Shobe v. Ada Counry Bd of Comm'rs, 130 Idaho 580,583, 944 P.2d 715, 
718 (1997) (quoting Application ofS4ckerman, 127 Idaho 495, 903 P.2d 84 (1995)). A reviewing 
court should affirm the county's decision unless it detem~ines that such decision is (a) in 
violation of constitutional or statutory provisions; (b) in excess of the statutory authority of the 
agency; (c) made upon u n l a h l  procedure; (d) not supported by substantial evidence on the 
record as a whole; or (e) arbitrary, capricious, or an abuse of discretion. Idaho Code 3 67- 
5279(3); Bonner Gen. Hosp. v. Bonner County, 133 Idaho 7 ,  981 P.2d 242 (1999). Only if it is 
shown that an applicant's substantial rights have been prejudiced may a reviewing court reverse 
a board's decision or remand for fucher proceedings. Sacred Heart Medical Center, 136 Idaho 
787,41 P.3d 215; Shobe, 130 Idaho 580,944 P.2d 715, 
ISSUES ON JUDICIAL REVIEW 
The petitioner raises two issues on judicial review in its brief: 
1. Whether the CMS/IOII Program is an available resource since they received a 
Medicaid payment; and 
2. Whether the CMSI10 11 Program is a payer of last resort. 
The Board asserts that the petition for judicial review should be dismissed since the 
petitioner did not comply with I.C. $ 3 1-3550. et. seq. 
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IV. 
AXALY SIS 
A. Should the Petition Be Dismissed for Failure to Comply with I.C. 9' 31-3550, et scq. ? 
Tile Board in its brief argues tllat: since the petitioner did not seek prelitigatioi~, 
consideration of the cl;~lm pursuaiii to I.C. 5 3 1-3550, et  seq. the petition for judicial review must 
be dismissed since the prelitigation procedure is a condition precedent to litigation. The 
petitioner asserts that the dismissal request is not appropriate and should have been raised by 
motion and alternatively, that the prelitigation procedure does not apply since the dispute is not 
whether the CMSIIOI I program is a resource but only whether it is a payer of "last resort.'' 
Similar to the provisions of I.C.5 6-1001 thru 6-101 1: which concerns claims for medical 
malpractice, the legislature established a procedure whereby medical indigent claims which are 
denied by the County would be submitted to a prelitigation procedure as a condition precedent to 
litigation. Specifically, the relevant sections of 3 1-5550, et seq. provide as follows: 
5 31-3550. Declaration of public policy. 
It is the declaration of  the legislature to be in the public interest to 
encourage nonlitigation resolution of claims between the counties and health 
providers of the state of Idaho by providing for prelitigation screening of such 
claims contesting indigent resource eligibiliry by a hearing panel as provided in 
this chapter. 
5 31-3551. Advisory panel for  prelitigation consideration of indigent resource 
eligibility claims - Procedure. 
The counties in the state of Idaho and the health providers furnishing care 
to eligible medically indigent persons, as defined in > section 31-3502, Idaho 
Code, are directed to cooperate in providing an advisory panel in the nature of a 
special civil grand jury and procedure for prelitigation consideration of claims 
arising our of contested resource availability of persons applying for indigent 
relief under the provisions of chapter 35, title 3 1: Idaho Code, which proceedings 
shall be informal and nonbinding, but nevertheless compulsory as a condition 
precedent to litigation. Proceedings conducted or maintained under the authority 
ofthis chapter shall be subject to disclosure according to chapter 3: title 9: Idaho 
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Code. Forn~al rules of evidence sliall not apply and all such proceedings shall be 
expeditious and informal. The panel, thus created, will render opinions where the 
resource eligibility of applicants, as herein described, has been contested. 
31-3554. Tolling of limitation periods (luring pendency of proceedings. 
Tlieue shall be no judicial or other review or appeal of such matters. No 
party shall be obligated to comply with or otherwise be affected or pre;udiced by 
the proposals, conclusions or suggesrions of the panel or any member or segment 
thereof; however, in the interest of due consideration being given to such 
proceedings and in the interest of encouraging consideration of claims informally 
and witliout the necessity of litigation, the applicable statute of limitations shall be 
tolled and not deemed to run during the time that such a claim is pending before 
the panel and for thirty (30) days thereafter. 
It is clear from the reading of the statutory provisions that "claims arising out of 
contested resource availability of persons applying for indigent relief' are required to be 
submitted to the prelitigation panel as a "condition precedent to litigation." Our courts have not 
addressed the provisions of section 3 1-3550; et seq. or what sho~lld happen if the prelitigation 
procedure is not followed, however, similar provision concerning the prelitigation screening 
panels in claims of medical malpractice have been addressed. In Yanvooren v. Astin, 141 Idaho 
440 n.1, 11 1 P.3d 125 n.1 (2005) there is the suggestion that the failure to comply with the 
prelitigation screening procedures is an affirmative defense that must be pled in an answer to a 
complaint for medical malpractice, however, in the context of a petition for judicial review there 
are no responsive pleadings to the petition itself. In Moss v. Bjornson, 115 Idaho 165, 765 P.2d 
6'76 (1988) the court stated: 
Idaho Code 5 6-1001 provides in pertinent part: 
The Idaho state board of medicine, in alleged malpractice 
cases involving claims for damages against physicians and 
surgeons practicing in the state of Idaho or against licensed acute 
care general hospitals operating in the state of Idaho, is directed to 
cooperate in providing a hearing panel in the nature of a special 
civil grand jury and procedure for prelitigation consideration of 
personal injury and wrongful death claims for damages arising out 
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of tlie provision of or alleged failure to provide liospital or medical 
care in the state of Idaho, which proceeclings shall be informal and 
nonbinding, but nonetheless comp~ilsory as a condition precedent 
to litigarioii. 
Defend~ints coiiteiid that the underscored porlio~i of the statute mandates 
tlie disiniszal of plaintiff's cause of action because the malpractice cornplaint was 
fiied prior to requesting a prelitigation scree~iing panel. Because ilie prelitigation 
screening panel is "condition precedenx to litigation," so the argument goes, the 
action should be barred. hVe are 1101 so persuaded, 
Although defendants' argument has superficial appeal, I.C. § 6-1001 
cannot be examined in a vacuum. It is a well-settled principle of statubry 
constmction that statutes should not be construed to render other provisions 
meaningless. As stated in Westerberg v. Anclrzis, 114 Idaho 401, 757 P.2d 664 
(1988): 
[Olur prior cases have held that statutory or constitutional 
provisions cannot be read in isolation, but must be interpreted in 
the context of the entire document. Wuight v. Willer, 11 1 Idaho 
474, 476, 725 P.2d 179, 181 (1986) ('Statutes must be read to give 
effect to every word, clause and sentence.'); Hartlev v. Miller- 
Stephan, 107 Idaho 688, 690, 692 P.2d 332, 334 (1984), reh'g 
denied December 31, 1984 ('We will not construe a statute in a 
way which makes mere surplusage of the provisions included 
therein.); . . . Bastian v. Cirf, of Twin Falls, 104 Idaho 307, 310, 
658 P.2d 978, 981 (Ct.App.1983), petition for review denied 1983 
('The particular words of a statute should be read in context; and 
the statute as a whole should be construed, if possible. to give 
meaning to all its parts in light of the legislative intent.'). 
114 Idaho at403-04, 757 P.2d at 666-67. Thus, LC. 5 6-1001 must be construed 
along with the other stamtes relating to the prelitigation panel, namely, I.C. 5 6- 
1006. 
Idaho Code 5 6- 1006 provides: 
Stay of other court proceedings in interest of hearing before panel.- 
-During said thirty (30) day period neither party shall commence or 
prosecute litigation involving the issues submitted to the panel and 
the district or other courts having jurisdiction of any pending such 
claims shall stay proceedings in the interest of the conduct of such 
proceedings before the panel. 
Thus, unde: I.C. 5 6-1006, the district c o w  is vested with authority to stay 
civil proceedings until the prelitigation screening panel renders its advisory 
4 - I . . O  
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opinion. As a result, while filing wiih tile screening panel is a condition precedellt 
to proceeding wit11 district coun litigation, scch as filing iiltenogatories or settillg 
trial dates, it is not a condition precedent to filing an action in order to toll the 
siattite of limitations. A contrary decision would not only render I.C. 5 6-1006 
s~~periluoiis, but would also contravene the settled propositio~~ that, whei~ever 
possible, cases should be decided on the merits. E.g., .Joi?nson 1). Pioi71:er. Tiilr 
Co., iO4 Idal~o 727,732.662 P.2d 1171, 1176 (Ct.App.1993). 
.-\ccordingly, we find 110 error in the district couri's decision to stay the 
proceedings pursuant to I.C. 5 6-1006. If' settlement is not reached through the 
fruits of the prelitigation screening panel, plaintiff is entitled to pursue her cause 
unabated by the statute of limitations. 
It would therefore appear that whiie the prelitigation procedure contemplated in section 
31-3551 is a condition precedent to litigation, the failure to initiate such a procedure prior to the 
filing of a petition for judicial review does not require dismissal; it would only prevent a party 
from proceeding with the litigation until the prelitigation procedure is completed. However, a 
distinction would be that the petitioner herein has chosen to proceed with the litigation and is of 
the opinion that the procedure does not apply on the basis that they believe there is no dispute 
that the CMSI1011 program is a 'Yesource" and the dispute is only whether it is the "payer of last 
resort." It is clear h a t  the intent of section 31-3551 was that contested claims concerning 
"resource availability" are required to be submitted to the prelitigation panel. Section 31-3502 
(17) defines the term "resources" and our courts have defined what it means to be available in 
the context of section 31-3502(1). Jeflerson County v. E. Idaho Reg'l Med. Ctr., 127 Idaho 495, 
903 P.2d 84 (1995). It is clear that irrespective of whether the CMSI1011 program was a payer 
of last resort, which is contested, that still begs the question as to whether this program was an 
"available resource" and the issue should have been presented to the prelitigation panel eithel 
before or following the filing of the petition for judicial review. 
Section 31-5555 authorizes the coun to stay the proceedings pending complerion of the 
prelitigation procedures. However, this couri would note that either party couid have moved the 
t. f . ,i 
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court to stay the proceedings pending the briefing on the petition and neither party sought such a 
reinedy and both instead implicitly waived the requirements of section 31-3550. Since cases 
sliould be heard on their merits, and given the h c t  that neither party sought to stay t l ~ e  
proceedii~gs, dismissal would not be appropriate under the circiimstances 
B. Is the CPISIIOII Program a Payer  of Last Resort ? 
It is the position of the petitioner that the CMSI1011 Program is not available to the 
petitioner for pzyment of the services for the period of December 1 - 7, 2005, until they obtain 
payment from the Board. In this regard, the petitioner relies on the position set forth in the 
Federal Register, 70 FR 25578 which provided in relevant part as follows: 
VIII. Reimbursement From Third-Party Payers and Patients 
Paragraph (c)(l) of section 101 1 requires the Secretary to directly pay providers 
for the provision of eligible services to aliens to the extent that the eligible 
provider was not otherwise reimbursed (through insurance or otherwise) for such 
services during that fiscal year. 
Accordingly, we are adopting a position that each provider seek reimbursement 
from all available funding sources, including, if applicable, Federal (e.g., 
Department of Homeland Security), State (e.g., Medicaid or State Children's 
Health Insurance Program), third-party payers (e.g., private insurers or health 
maintenance organizations), or direct payments from a patient, prior to requesting 
a section 101 1 payment. We believe that this is consistent with the statutory intent 
of this provision and will limit reimbursement to only those instances where no 
other reimbursement is likely to be received. 
Use of Existiilg Practices and Procedures To Identrfi Reimbursement Sources 
We are adopting a position that hospitals and other providers use their existing 
practices and procedures to identify and request reimbursement from all available 
funding sources prior to requesting a section 101 1 payment. 
It was the position of the petitioner that, based on the position adopted, the CMS11011 
program was not required to make any payments untii payment was made by the Board and that 
:he C>ZS/1011 program preempted State Law. (Petitioner's Brie< pg. 8). However, as is noted 
9 - MEbIORANDCM DEC:SION ON EDIC!AL REVIEW 
below, it is clear that the CCVlSI1011 prograin exempted slate and local "indigent programs" as 
set forth below: 
25586 iinpnct of'Gmnis nnd G f i  
We are adopting a position that state and local indigent or charity care programs 
or state funded subsidies are not to be considered in determilling whether a tlhird- 
party paymei~t is applicable. 
At  the time of oral argument, counsel for the petitioner conceded tl;at the medical 
assistance program offered under section 31-3501, et seq. is a local indigent program, therefore it 
is clear that the CMS11011 program is not, under the circumstances of this case, a "payer of last 
resort" as argued by the petitioner since "local indigent programs" are exempted from the 
determination as to "whether a third-party payment is applicable." 
Further, the testimony before the Board by Soni Preece a representative of the petitioner 
was that the petitioner had applied to the CMSIlOl1 program for payment and that they expected 
payment in August 2007. There was never any testimony that payment was conditioned on 
payment from the Board or that there was any issue of federal preemption. 
The Board therefore did not e n  in its determination that the CMS11011 program was an 
available resource to the petitioner. 
C. Issues Not Presented to the Board will not be Considered on Judicial Review. 
The petitioner in its Brief on Judicial Review asserts that the Board erred in its 
determination that the CMSilO11 program was an available resource since Medicaid paid for the 
services provided on November 30, 2005. Petirioner argues on judicial review that the payment 
by Medicaid precludes any payment for the December 1 through December 7, 2005 services 
under the CMSllOll program. (Petitioner's Brief. pg. 7). While the transcript of the two 
hearings shows that the Board was aware of the Medicaid payment, there was 20 argument 
presented that this payment precluded any recovery under the CMS!1011 program. In kc: Son1 
4 
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Preece, on behalf of the petitioner, confinned for the Board that Canyoli View liad received tile 
bfedicaid paymeilt for ilie November 30, 2005 services and that the petitioner had in fact applied 
for payment under the CMSIlOI 1 program and that they would receive payment witliin 2 years. 
(Tr. Pa. 6-91. At no time in the record did the Board have the opportunity to consider the 
argument that tlthe Medicaid payment would preciude any paymenr under the CMSII O! 1 program 
and the petitioner did not make such an argument at any of the two hearings. 
At oral argument, counsel for the petitioner, in the context of the Medicaid payment, 
attempted to argue that since Medicaid and the CMSI10 11 only provide payment for "emergency 
services" that payment under the CMS11011 program was not available. The issue of whether 
the services in question were or were not "emergency services'' is a mixed factual and legal 
question, which again was not an issue presented or argued before the Board. 
As the Supreme Court stated in Balser v. Kootenai Counry, 110 Idaho 37,40, 714 P.2d 6,  
9 (1986), this court in its review of the agency action is "limited to those issues raised before the 
lower tribunal and that an appellate court will not decide issues presented for the first time on 
appeal . . . ." The issues identified above are raised by the petitioner for the first time on appeal 
and were not adequately presented to the Board, legally and factually, and will therefore not be 
considered by this Court. 
v. 
ATTORNEY PEES 
The Respondent requests attomey fees pursuant to I.C.5 12-1 17 and I.A.R. Rule 41. 
Section 12-1 17 authorizes an award of attomey fees to the prevailing party in adminiswative or 
civil judicial "if the opposing parry acted without a reasonable basis in fact or jaw." 
While it may be ;rue that the petitioner raised issues on judicial review that were not adequately 
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reserved for siicli review, it cannot be said that the petition was wholly without merit, since it did 
appear to raise an issue o f  first iinpressioil concerniilg the CMSIlOll program as a11 available 
resource. As to the issue that rlie petitioner sl?ould lime coinplied with the pi-elitigatioll 
procedilre as a condition precedent to litigation, the h c r  remains that wliile tlie peiitioii sliould he 
dismissed, tile Respondent could have moved tlie court to stay the proceedings which it failed to 
do. Tlierefore, the Court does not believe that the petitioner acted without a reasonable basis in 
law or hc t .  Kootenai Med Ctr. v. Bonnev County Cornm'rs, 131 Idaho 7, 105 P.3d 667 (2004). 
VI. 
CONCLUSION 
Therefore, this Court concludes that the parties waived the requirements of section 31- 
3550 by their failure to request a stay of the proceedings pending the prelitigation procedure, that 
the CMSI1011 program was an available resource of the petitioner and the Board did not en. in 
its denial of the application for medical assistance in its conclusion that the CMS/lOll program 
was an available resource, and that the petitioner failed to preserve the other issue for Judicial 
Review. Respondent's request for attorney fees is denied. Otherwise; the decision of the Board 
is PIFFIRMED. 
IT IS SO ORDERED. 
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Ipuestion A 1  I 
'What i s  EMTALA7 I I 
~ E M T A L ~  stands for the Emergency Medical Treatment and Labor Act. I n  general, 2s codified 
/ in  Sections 1866(a)(1)(1), 186E(a)(l)(N) and 1867 of the Social Seciirity Act (the A e ) ,  
 EMT TALA requires a Medicare-participating hospital that has an emergency department to 
!provide appropriate medical screening to individuzls who request examination or  treatment 
to  determine whether or not an emergency medical condition exists and, if so, to  stabilize 
the condition and/or provide an appropriate transfer. A participating hospital shall not delay 
in providing the required screening, treatment or transfer to inquire about an individual's 
payment method or insurance status. 
Question A2 
Where can the  public find additional information regarding EMTALA? 
CMS published a final regulation clarifying its policies related to the responsibilities of 
Medicare-participating hospitals in treating individuals with emergency medical conditions in  
the Federal Register on Sept. 9, 2003 (68 Federal Register 53222). 
Question A3 
/ w h a t  is t h e  relationship between EMTALA and MMA Section 10119 1 
I n  general, Sectlon 1011 of the Medicare Prescription Drug, Improvement and Modernization 
Act of 2003 (MMA) seeks to reimburse eligible providers (as defined in  Section lO l l (e ) ( l j ) ,  
for a portion of their otherwise unre!mbursed costs incurred for furnishing EMTALA (as 
discussed in Question A1 above) and other related emergency health services to 
jundocumented and other specified aliens (as deflned in  section 1011(c)(5)). 
IQuestion A4 
How much money is available for reimbursement under Section 1011? 
I ~ e c t l o n  101: prov~des $250 m~l l ion per year for fiscal vears 2005-2008. I 
IQuestion I  





!Section i311 funds are allocated by state. Two-thirds of the funds will be divided among all i 
150 states and :he Distric: of Caiumbia based on their re!ative percentages of unaocumented ( 
/aliens. Cne-rhird i ~ ~ l l  be divided among :he six states w ~ t h  the n~gnest number of 
I 'lindocumented alien aoprenensions. 
. . .-..-d 
~i~:!iwr~w.zailblazerheaith.com~Sec~ioni 0 1 !iP5ntQandiis.aspx - 13, ?-,-- : - , ~ / ~ 0 0 6  ,
Who will receive p a y m e n t s  f rom t h e  respec t ive  sZate a l lo tments?  
Payment will be made directly to eligible providers, i.e., hospitals, physicians and 
(ambulance providers, as  defined in Section l O l l ( e ) ( l ) .  
b e s t i o n  A?' 1 
I 
jWhere m a y  I find additional information r ega rd ing  the Sect ion  la11 program a n d  1 
I 
how :he program is being adminis te red?  
I 
i I 
CMS has established a Section 1011 Web site, wh~ch can be found at: 
http://www.cms.hhs.gov/Undoolliens/0l~overview.~sp. This Web site provides a link to the I 
Section 1011 statutory language a t :  
http://www.cms.hhs.gov/Undoc4liens/downloads/seclll.pdf and an electronic copy of the 
Section 1011 Final Policy Notice at: 
http://new.cms.hhs.gov/UndocAliens/downloads/cms10130.pdf, which: (1) establishes the 
general framework and procedural rules for submitting an enrollment application and 
payment requests; (2) establishes general statements of policy; and (3) provides CMS' 
interpretation of Section 1011. 
On July 7, 2005, CMS designated TrailBlazer a s  the natlonal contractor for the Section 1011 
program. TrailBlazer will enroll eligible providers, assist providers with enrollment and billing 
questlons, calculate provider payment amounts and serve a s  the compliance contractor. 
Interested parties are  encouraged to visit the TrailBlazer Web site a t  
httu://www.trailblazerhealth.com/se~ionlOll and siqn U D  for the TrailBlazer Section 1011  - ,  
Ilstserv. 
Quest ion A8 
Would EMTALA serv ices  provided at a clinic ( such  as  a rura l  hea l th  center )be  
eligible f o r  payment  fo r  serv ices  furn ished  t o  eligible al iens descr ibed  in (c)(S) of 
Sect ion 1011? 
No. The Section 1011 statutory language specifies that eligible providers include only 
hospitals, physicians and providers of ambulance services. Section 1011  further provides 
that the term "hospitalr' has the meaning given in Section 1861(e) of the Social Security Act 
(42 U.S.C. 1395x(e)) and shall include critical access hospitals as  defined in Section 1861 
(mm)( l )  of the Act .  The statutory language further specifies that  eligible services include 
only those health care services required by application of EMTALA. EMTALA relates only to 
hospitals that have hospital emergency departments. Therefore, services provided a t  
entities other than hospitals with hospital emergency departments are  not eligible for 
Section 1011 payment. If there is a question as  to whether a particular institution 
/participates in Medicare a s  a hospital or  CAH, the Medicare regional offlce for the State in 
wh~ch the institution is located shoula be contacted :o determine the status of the 1. . , Instltutlon. 
I I ! 




;Wha t  is t h e  connect ion be tween-  t h e s e c t i o n -  1012 p r o g r a m  a n d  t h e  cu r ren t  
inational immigration r e fo rms i tua t ion?  I ! 
While this is a recurring question, we are unable to comment on how pending legislation 
may or may not affect the Section 1011 program. Any program changes based on enacted 
legislation will be disseminated to TrailBlazer for imalementation bv the Centers for 
Medicare & Medicaid Services (CMS). 
Quest ion A 1 0  
I 
I s n ' t  Medicaid deny ing  claims by decid lng t h e  c la im i s  for non-emergency  
I I 
'Ne cannot comment on other government programs, only Section 1011. Your local Medicaid 
i 
contact should be able to assist with this auestion. 
Quest ion  A l l  
H o w  m a n y  prov iders  a r e  cu r ren t l y  enro l led  t o  par t i c ipa te  in l o l l ?  I 
We have assigned over 37,000 Section 1011 PENS and processed over 10,000 Provider 
Enrollment Applications. 
Quest ion  A 1 2  
H o w  d o  I change my contac t  in fo rmat ion? 
I f  you would like to identify a medical records contact or a billing contact, in addition to your 
provider enrollment contact, please include a statement with the returned medical records 
or payment request corrections. We will update our database with the correct contact 
person's name address and teleahone number. 
Quest ion  A 1 3  
I f  a p rov ide r  does n o t  par t i c ipa te  in the Sect ion 1011  p r o g r a m  will t h e y  be 
considered non-compl iant? 
Providers are not required to participate, as participation in the Section 1011 program is 
optlonal and voluntary. 
This information may be found on the Q&A page of the Section 1011 Web site under 
auestion C3. 
Quest ion A 1 4  I 
/ p r i o r  t o  Sect ion 10x1 funding, I m m i g r a t i o n  Hea l th  Services (I.H.S.) paid claims f o r  
/hea l th  ca re  adminis tered t o  undocumented al iens in t h e  custody of the U.S. Border  
IPatrol. However, t h e  I.H.S. is n o w  deny ing  c la ims a n d  d i rec t ing  prov iders  t o  
]contact  Trai lBlazer t o  r e q u e s t  p a y m e n t  from the Sect ion 1011 program. Since I 




/Providers should continue to subrn~t  Section 101; payment requess acc~rd ing  to a r r e n r  
,fSection LOil policy. i  
*** 
@@) 
At this time, I.H.S. does not cover EMTALA or EMTALA-related services. The I.H.S. 
Treatment Authorization Request (TAR) refers the provider to TrailBlazer to request 
payment from the Section 1011 program for EMTALA services only. This is consistent with 
I.H.S. and Section 1011 policy. The provider may continue to submit claims to I.H.S. for 
sewices not covered under Section 1011. Providers should contact the I.H.S. for further 
explanation of I.H.S. coverage at (800) 479-0523. 
Quest ion  A 1 5  
I Some hospi ta ls  are caut ious abou t  par t i c ipa t ing  in the-program because of privacy issues fo r  the  undocumented pat ients. W h a t  pract ices a r e  in p lace t o  ensure t h a t  
/ pa t i en ts  can access needed healthcare without a n y  repercussions? 
I 
Section 1011 does not require a name or  address to be submitted with the Davment reauest. ~ -~ . 
and the provider may mark out penonally-identifiable information (the name,'address, etc) 
on any medical records requested for Medical and/or Compliance review purposes. 
Quest ion  81 
Sect ion 1 0 1 1  provides re imbursement  f o r  e l ig ib le serv ices admin i s te red  t o  
pa r t i cu la r  individuals. Who  a r e  these indiv iduals? 
As defined in Section 1011(c)(5), eligible aliens include the following individuals: 
a Undocumented aliens. 
Aliens who have been paroled into the United States at a United States port of entry 
for the purpose of receiving eligible services. 
Mexican citizens permitted to enter the United States for not more than 30 days* 
under the authority of a biometric machine-readable border crossing identification 
card (also referred to as a "laser visa") issued in accordance with the reouirements of - - - .  
regulations prescribed under Section i01(a)(6) of the Imrntgration and ~a t i ona l i t y  Act 
(8 U.S.C. 1101(a)(6)). 
*On Aug. 13, 2004, the Department o f  Homeland Security, Bureau of Customs and  
Border Protection, published an interim rule with request for comments (69 Federal 
Register 50051) expanding the time restriction on border-crossing cards used b y  
Mexican citizens to enter the United States fo r  temporary visits. The new rule extends 
the time limit for border~crosslng card v is i ton from 72 hours to a period o f  30 days. 
Previously, border-crossing cardholders could visit the United States for 72 hours 
within a border zone o f  25 miles along the border in  Texas, New Mexico and 
California, and 75 miles along the border in Anzona. The geographic limitations 
remain unchanged. 
Quest ion  BZ 
/ w h o  qual i f ies as a n  undocumented al ien? 
I 
I I 
/For the purposes of implementing Section 1011, the term "undocumented alienr' refers to a 
/o r  her permission :o remain in the United States exoires. 
I /person who enters the United States without legal permission or  who fails to leave when his 
I 
; 
iUnder w h a t t y p e s  o f  c i rcumstanceswould.  a n  a l i e n  be- paroled i n t o  the u n i t e d  
ex3 *$ 
*s:.w -* 
S t a t e s . a t  a United s t * c e s  port of e n t r y f o r  t h e  pu rpose  or receiving ellgible 
services? 
In general, parole authority allows the Department of Homeland Security to respond to 
individual cases :hat present problems for which no remedies are available elsewhere in the 
Immigration and Nationality Act. Parole is an extraordinary measure sparingly used to bring 
o t h e ~ ~ i s e  inadmissible aliens into the United States for a temporary period of time due to a 
Iverl compe!ling emergency. The prototype case arises in an emergency situation. For 
/exampie, the sudden evacuation of U S ,  citizens from dangeious circ~lmstances abroad 
often includes household members who are  not U.S. cltizens or permanent resident aliens, 1 
and these peczons may be paroled. Further, when aliens are brought to the United States to 
assist in the prosecution of others, they are  paroled. 
Ques t ion  84 
I Who i s  eligible t o  receive p a y m e n t  u n d e r  Sec t ion  loll? I 
Eligible providers include hospitals (including critical access hospitals) with EMTALA 
obligations (generally, Medicare-participating hospitals that have emergency departments), 
physicians and providers of ambulance services. Eligible providers include Indian Health 
Service facilities, whether operated by the Indian Health Service or by an Indian tribe or 
tribal organization (as  described in Section 4 of the Indian Health Care Improvement Act 
(25 U.S.C. 1603)). 
Eligible physicians Include doctors of medlcine, doctors of osteopathy, and within certain 
statutory restrictions on the scope of services they may provide, doctors of podiatric 
medicine, doctors of optometry, chiro~ractors or doctors of dental suraerv. Eliaible ~roviders  
A ,  
of ambulance servicesinclude'state-llcensed providers of ambulance services.- 
Ques t ion  65 
I 
For  w h a t  services is a provider  eligible t o  rece ive  paymen t  u n d e r  Sec t ion  loll? 
I As discussed in the May 9, 2005 Final Policy Notice: 
Eligible services include health care services pmvided to eligible allens (see Question 
81 above), required under EMTALA, a s  well a s  other related hospital inpatient and 
outpatient and ambulance services. 
Eligible physician services include all medically necessary and appropriate EMTALA or 
related hospital inpatient o r  outpatient services that physicians furnish to an eligible 
alien, through stabilization of the patient. 
Eligible ambulance services include all medically necessary air and/or ground 
ambulance transportation of an eligible alien to the flrst hospital a t  which he or  she  is 
seen for an emergency medical condltion. In addition, Section 1011 covers any 
medically necessary air and/or ground transportation of an eligible alien that is 
necessary to effect an approuriate transfer ~ lnde r  EMTALA. Section 1011 does not 
cover the transportation costs associated with transporting patients once the 
emergency care has been pmvided. 
May mid-levet prac t i t ioners  f i le  for  r e i m b u r s e m e n t  unde r  Seetiom IlllL? 
No. Tine Section 1011 statutory language specifies that  eligible providers include only 
hospitals, physicians and providers of ambulance services. 
Ques t ion  87 
/May physicians b e  paid u n d e r  Sec t ion  loll for  EMTALA serv ices  furn ished  by a 
/ n u r s e  practit ioner? 
I I 
/ N o  The Sectton 1011 statutory languaqe spectbea that e ~ t g t i e  provtders tnciude only 
hospttals, phvctctans and provtders of ambulance servtces. 
Quest ion 88 
I I  r re preventive serv ices  covered unde r  Sec t ion  loll? 
No. The Section 1011 statutory language specifies that eligible services include only EMTALA 
and other related health care services. A hospital is under no obligation under EMTALA to 
provide non-emergency care, including preventive services. 
Ques t ion  89 
Would EMTALA serv ices  provided at a n  u r g e n t  c a r e  site o r  clinic (such a s  a rural 
hea l th  center )  b e  eligible f o r  paymen t  f o r  s e rv ices  furnished t o  eligible a l i ens  
descr ibed  in (c)(5) of Sect ion loll? 
No. The Section 1011 statutory language specifies that eligible providers include only 
hospitals, physicians and providers of ambulance services. Section 1011 further provides 
that the term "hospitalrr has the meaning given in Section 1861(e) of the Social Security Act 
(42 U.S.C. 1395x(e)) and shall include critical access hospitals as  defined in Section 1861 
(mm)(l)  of the A d .  The statutory language further specifies that eligible services include 
only those health care services required by application of EMTALA. EMTALA relates only to 
hospitals that have hospital emergency departments. Therefore, services provided a t  urgent 
care sites other than hospitals with hospital emergency departments are not eligible for 
Section 1011 payment. If there is a question as  to whether a partlcular institution 
participates in Medicare a s  a hospital or CAH, the Medlcare regional offlce for the State in 
which the institution is located should be contacted to determine the status of the 
Can a hospital r eques t  paymen t  fo r  s c reen ing  o r  stabilization serv ices  provided t o  1 




Yes. Hospitals can submtt payment requests for EMTALA and related screening and 
stabtlizatton servtces pmvtded to an eligible alien. 1 
I I I 
'Note: A s  stated in the May 0, 2005 Final Policf Notice, ail providers are  to follow their I I 
iextsting practices and procsdures :o iaentify and request re~mbursement from all available 
'fundina sources prior :o resuestin0 a Section 1011 pavmenr. I 
I ~ u e s t i o n  E l l  I 
I I 
i I 
( A  p r e g n a n t  p a t i e n t  who- is. a Mexican citizen, is admit ted  to  t h e  U.S. via a: l a s e r  ; 
1x3 
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visa and  subsequent ly  b i r ths  a child in t h e  U.S. Would t h e  baby's c a r e  b e  Covered 
under  Sect ion loll? 
I I 
/ N O ,  the baby's care would not be covered under Section 1011 because the  baby is a U.S. 
citizen. Section 10 l l ( c ) (2 )  states that allotments shall be paid directly to eligible providers 
located in the State for the provision of eligible services to aliens described in paragraph (c) 
(5).  Accordingly, Section 1011 funds exist to assuage the costs to providers of providing 
emergency hearh services to undocumented aliens as  defined in section 1Oll(c)(5)  and 
servicss rendered to any US citizen are not reimbursable unaer Section 1011. In the case 
described in the question above, rsimbursement for the child may be available from 
/Medicaid and/or the State Children's Health Insurance Program (SCHIP). I I 
T o  the extent that the motherrs labor and/or delively meets the definition in section 1867(e) 
of the Social Security A c t  of an emergency medical condition (EMC), Section 1011(c)(5)((C) 
provides that services rendered to a pregnant woman, who is a Mexican citizen and who is 
permitted to enter the United States for a specified time on a laser visa. would be eligible - 
for reimbursement under Section 1011. - 
Question 612 
Are in terns / res idents  eligible t o  receive p a y m e n t  u n d e r  Sec t ion  loll? I 
Consistent with the Section 1011  statute and final policy notlce, eliglble providers for 
Section 1011 include only hospitals, physicians, providers of ambulance services, and Indian 
Health Service facilities. The statutory definition of the term "physician" has the meaning 
given a t  1861(r). This definition describes a physician a s  a "doctor of medicine or  
osteopathy legally authorized to practice medicine and surgery by the State  In which he 
performs such function or action ..." Accordingly, any intern or resident who has not yet been 
legally authorized to practice medicine and surgery by the State in which he performs such 
function is not an eligible provider to receive payment under Section 1011. 
As  long as  an intern meets the statutory definition of a physician under 1861 (r), the intern 
is considered an eligible provider under Section 1011. The enrolling entity, l.e., either the 
physician o r  the hospital that chooses to bill for the physician, must  provide a copy of the 
physician's license/certlficate to practice in the state. All other enrollment requirements for 
physicians apply to interns and residents. 




!AS defined in the Section 1011 Final Policy the following individuals a re  eliaible: i 
* Undowmented aliens. I I 
. Aliens who have been paroled into the United States a t  a United States port of entry I 
for the purpose of ;eceiving eligible services. i 
Mexican citizens vermitted to enter the United States  for not more than 30 days* i 
unaer the authority of a biometric machine-reaaable border crossing identification 1 
card (also referred to a s  a "laser visa") issued in accordance with the requirements of ! 
reguiations orescribed gnaer Section !01(a)(6) of the Immigration and ?Jarionality Am / 
$3 LJ.S.2. 1101(a](b)j. 
., iniQ 
e k  
> >&. 
The Provider Payment lietermination form is a tool for providers to use in order to 
determine if a patient is eligible under the Section 1011 program and is available on the 
TrailBlazer Section 1011 Web site under Payment Request Processing. This information ma,, 
be found on the QW page of the Sectlon 1011 Web slte under questions B I  and E10. 
Quest ion  8 1 4  
-' I 
/ lsnrt  paymen t  under Sect ion  1011 only f o r  emergency  serv ices? 
i 
I 
Yes. Servlces covered under t h e  Section 1011 program are'for Emergency Medical i 
Treatment and Labor Act (EMTALA) related servlces only. 
Quest ion C 1  
W h e n  can prov iders b e g i n  t o  en ro l l  in t h e  Sect ion  1 0 1 1  p r o g r a m ?  
Providers are now able to enroll in the Section 1011 program. To download the Enrollment 
Application, please refer to the Section 1011 website at: 
https://~~w.traiIblazerhealtn.com/SectionlOl1/Documents/cmsl01l~application.pdi 
To review the Section 1011 Physician Roster, please refer to: 
https://www.trailblazerheaIth.com/Se~ion1011~Documents/cmsl0ll~attachmentl.pdf 
To review the Section 1011 Hospital Listing, please refer to: 
hKps://www.trailblazerhealth.com/Se~ionl0l1/Documents/cmslOll~a~achmenr2.pdf 
For detailed instructions regarding provider enrollment and submission of applications, 
please refer to the TrailBlazer Web site at: 
hK~://www.trailbiazerhealth.com/sectionlOll/Enrollment.aspx. 
Quest ion C 2  
If I have  al ready s u b m i t t e d  my Sect ion 1 0 1 2  p rov ide r  en ro l lmen t  application, will 
I need  to resubmi t  i t ?  
I n  most cases, the answer is no. For detailed instructions regarding provider enrollment and 1 
submission of applications, please refer to the TrailBlazer Web site at: 
http://www.trailblazerhealth.com/sectionlOlI/Enrollment.as~x. - 
Quest ion  C3 
W i l l  a Sect ion 1011-enrol led prov ider  be  ab le  t o  d isenro l l  f r o m  t h e  sec t i on -1011  
p rog ram? 
I 
/Yes. Partic!pation in the Section 1011 program is optional and voluntary. For detailed I 
jinstructions regarding provider enrollment and submission of applications, please refer to  1 
jthe TrailBlazer Web site at: h~p://www.trailbiazerhealth.com~section10li/Enrollment.asp~. 1 
I ! 
INOTE: Section $011-enrolled hospitals that choose to disenroll from Section iOli snould / 
'also notify physicians within the hospital (both e m ~ l o y e d  and contracted) as well as local j I 
!ambulance providers o i  its decision to disenroll from 'he Section 1011 program. Further, 
providers who cnoose to disenroll from :he Section 101:. program wiil continue to be 1 
~resoonsible 'or 'eoaving anv overpayments they $ave been assessed. 
: & -  1 2 ~  
Will a n  emergency room physician b e  a b l e  t o  r ende r  se rv ices  a n d  h a v e  Sect ion 
I 
1011 paymen t  m a d e  t o  his  or  h e r  g r o u p  practice o r  bill ing/staffing a g e n t ?  
I 
I No, Section 1011 does not provide for enrolled physicians to reassign benefits to another entity, although hospitals mav bill and be paid for physician services rendered in its facility. /If an entity or organization (e.g., physician group practice, physician staffing company, etc.) 
qualifies and enrolls a s  a physician group practice, then that entity or  organization may bill 
and be paid for services rendered by one of its physician members or  staff. 
I 
- 
IQues t ion  
How c a n  I ascertain t h e  s t a t u s  of m y  enrol lment  application? 
If you submitted your signed hard copy application, you will receive an acknowledgment 
letter after an enrollment specialist has reviewed it. 
You may also contact the Section 1011 Customer Service Call Center a t  (866) 860-1011. 
Quest ion C 6  
I a m  a hospi tal  and  h a v e  submit ted  a n  applicat ion t o  bill with a r o s t e r  - d o  I h a v e  
t o  bill wi th  a roster? 
To clarify, a hospital cannot "bill with a roster." When a hospital enrolls in Section 1011, the 
hospital may elect to receive Section 1011 payment for both hospital and physician services 
by attaching a "rosterrr of physician names and provider numbers for which the hospital 
chooses to bill (Attachment 1 of the Section 1011 Provider Enrollment Application-Form 
CMS-10115; OM5 No. 0938-0929)). It is the hospital's choice, when it enrolls in Section 
1011, whether or not to request 1011 payment solely for the hospltal's services, or  for both 
hospital and physician services. : 
Quest ion C7 
W e  h a v e  multiple physicians. How d o  we t r a c k  d o w n  t h e  Medicare hospi ta l s  
n u m b e r s  fo r  t h o s e  hospi tals  w h e r e  t h e  physicians work? 
Providers have suggested working with the state hospital association to gather this 
informatlon. 
Quest ion CB 
/If t h e  hospital doesn't  bill for  t he i r  physicians can  t h e  physicians enrol l  
separa te ly?  
I 
!yes. Once a hospitals opts not to bill for physician services, a physician can enroll in the 
]Section 1011 program. 
I 




Will providers  b e  a b l e  to retroactively enroll  irr Section 1011? I 1 I 
" - 124 
Providers may not retroactively enroll "across quarters," i.e., to request payment for 
services provided during a quarter for which Section 1011 disbursements have already been 
made. The effective date of provider enrollment in Section 1011 will be the first day of the 
[quarter In whtch the orovtder successfully completes the enrollment process. 1 
J Q u e s t i o n  
Can a provider  submi t  a Sect ion 1011 claim a f t e r  receiving par t ia l  p a y m e n t  f rom 
a n  insu rance  company? For example ,  a hospi tal  rece ives  $3 ,000 f rom a third-party 
paye r  f o r  emergency  serv ices  furn ished  t o  a pa t ien t  described in (c)(5)  of Sect ion 
1011, b u t  t h e  Medicare p a y m e n t  r a t e  f o r  serv ices  adminis te red  th rough  pa t ien t  
lstabilization would equal  $4,000. Can t h e  provider  s u b m i t  a p a y m e n t  r e q u e s t  
junder  Sec t ion  1 0 1 1  for  $1,000? 
Yes. Providers may seek payment for the portion of costs of services provided to eligible 
aliens that  were not otherwise paid by a third party or the patient. I t  is important to note 
that payments from Medicaid and the Department of Homeland Security claims are 
considered payments in full. Providers may balance bill a patient after receiving a worker's 
compensation payment or determining that a workers'compensation payment may be made 
on behalf of the patient. A provider may then only bill the Section 1011 program for unpaid 
coinsurance or deductibles. 
NOTE: The presence of a third-party payer may indicate that the individual is not an 
undocumented alien under Section 1011. The provider should make every effort to ensure 
eligibility under Section 1011 before requesting Section 1011 payment. 
Ques t ion  D2 
Are providers  required t o  e n s u r e  t h a t  a Medicaid application h a s  b e e n  submi t t ed  
f o r  e v e r y  pat ient  fo r  w h o m  Sect ion  1 0 1 1  p a y m e n t  is s o u g h t  e v e n  if t h e  pa t ien t  
clear ly d o e s  n o t  m e e t  categorical  eligibility requi rements?  
No, CMS expects providers to follow their usual procedures in identlfying and applying for 
Medicaid for categorically-eligible Medicaid patients. As stated on page 37 of the Final Policy 
Notice, "we believe that hospital eligibility specialists are sufficiently knowledgeable to avoid 
asking patients to complete a Medicaid application when the individual has provided 
Information that would deem the patient "categorically ineligibler'for Medlcaid benefits." 
Ques t ion  D 3  
May providers  submi t  Sect ion 1 0 1 1  paymen t  r e q u e s t s  fo r  p a t i e n t s  f o r  w h o m  
Medicaid applications a r e  still pending? 
Each provider has 180 days after the close of the Federal fiscal quarter to submit Section 
1011 payment requests. In most instances, CMS anticipates that there will be sufficient time 
for oroviders to submit a Medicaid application and to receive Medicaid eligibility information 
/fro& State Medicaid agenc:es before the appropriate deadline to submit Secion 1011 
ipayment requests. iiowever, in rare instances, rhe Medicaid verification process may extend 
!beyond the amount of time a provider has to submit a Section 1011 payment request. In 
1 
/such instances, the provider may submit a Section i O l l  payment request despite a pending 1 
'reques; for a determination regarding Meaicaia eligibility. However, if a hospital or other I 
'proviaer ilttimately receives a payment from a thim-party payer, including Medicaid, I 
/subsequent to a Section 1011 payment, the orovtaer must notify Trailblazer Health 
lEnterprtses, CMS' destgnated SeCion 1011 claims processing contracor, and repay any 
&g*.& 
** *s * ac --- 
assessed overpayment {See Final Policy pages 35 and 67). 
Q u e s t i o n  04 
Would p a y m e n t  to a h o s p i t a l  b y  a c h a r i t y  c a r e  p r o g r a m  o r  state f u n d e d  s u b s i d y  
p r o g r a m  be c o n s i d e r e d  a t h i r d - p a r t y  p a y m e n t  f o r  p u r p o s e s  of  c l a i m i n g  
r e i m b u r s e m e n t  u n d e r  S e c t i o n  loll? I I 
I 
Paragraph(cj(1) of Section 1 0 1 1  requires the  Secretary t o  directly pay providers for the 
provision of eligible services to aliens to  t h e  ex ten t  t h a t  the-eligible provider was no t  
otherwise reimbursed (through insurance o r  otherwise) for such services during tha t  fiscal 
year. To t h e  extent  tha t  a charity care  program makes  payment  directly to  a provider for 
specific health care services furnished to  a specific patient, paragraph (c) (1) applies and 
t h e  s t a tu te  does  no t  permit payment  under section 1011.  If a partial patient-specific 
payment  is received from a charity care program, the  Section 1 0 1 1  reimbursement will be  
reduced by t h e  amount  of the  patient-specific payment. 
With respect  to  general donations to  a provider t h a t  a r e  not  made on behalf of a specific 
patient, however, a s  stated in t h e  Section 1 0 1 1  Final Policy Notice (page  35),  generally, "we 
a r e  adopting a position that  S t a t e  and local indigent o r  charity care  programs o r  State-  
funded subsidies a r e  not  to  be  considered in determining whether a third-party payment is 
applicable." Therefore, a provider may receive full Section 1 0 1 1  reimbursement for eligible 
services even  in cases  in which t h e  provider separately receives payments  under a general 
charity ca re  program, s o  long a s  the  charity care  program does  not  direct t h e  funds to 
payment  for services given t o  a particular individual. 
Q u e s t i o n  D 5  
I ~ h a t  is t h e  i n t e r a c t i o n  b e t w e e n  t h e  CA M a d d y  p r o g r a m  a n d  S e c t l o n  loll? I 
CMS a g r e e s  to  allow providers to  request payment under Sectlon 1 0 1 1  concurrently with 
California Maddy (CA Maddy) claims. This 'allowance" Is based on CMS' assumptions that: 
1. C4 Maddy is not considered a "payment in full" program and is eligible for supplemental 
payments.  - 
2. CA Maddy is patient-specific and  such payments will be treated a s  a n  applicable third- 
party payment. 
3. Payments made by Section 1011, whether before o r  af ter  CA Maddy, will be returned by 
t h e  provider if Section 1 0 1 1  payments plus CA Maddy payments  a r e  in excess of  the  
allowable amount.  This payback/overpayment recovery will occur regardless of when the  
Section 1011 and CA Maddy payments a r e  made.  1 
/ Q u e s t i o n  D6 
If a p a t i e n t  qua l i f i e s  f o r  a n o t h e r  g o v e r n m e n t  program a n d  h a s  a l s o  b e e n  f o u n d  to 1 I 
/qua l i fy  f o r  t h e  S e c t i o n  1011 p r o g r a m ,  a r e  we a b l e  t o  bill b o t h  e n t i t i e s ?  
I I 
;Generally, Section 101: is a P3yerof Last Xesort. Page 33 of t h e s e c t i o n  1 0 1 1  i;inal Policy i 
;s tates,  "We are  adopting a position *at eacn provlder seek  reimbursement from zll I 
Accordingly, if t h e  o the r  government program covers the  s a m e  services t h a t  a r e  Covered 
under t h e  Section 1 0 1 1  program, t h e  provider should submit  their bill t o  t h e  o the r  program 
lbefore submitting a payment  request  to  Section 1011.  Note t h a t  payments  from certain 
/o ther  payers (including Medicaid and  Department of Homeland Security) a r e  deemed  to be 
/payment  in full, and the  Section 1 0 1 1  prosram may not be  balance billed after  receiving 
lpsyment from o n e  of those  entities. 
I 
&g6 
If you have a question a s  t o  t h e  interaction between Section 1 0 1 1  and  a specific 1 
government  program not mentioned in the  final policy notice, please contact TrailBlazer s o  1 
<&a$# 
*>,i 
t h a t  w e  may  help you d e t e r m ~ n e  t h e  appropriate actlon to  take .  
Q u e s t i o n  D 7  
available sources, inclbding, if applicable, Federal (e.g., Depar tment  of Homeland Security), 
S t a t e  (e.g.,  Medicaid o r  S ta te  Children's Health Insurance Program), third-party payers 
(e.g., private insurers o r  health maintenance organizations), o r  direct payments  from a 
patient prior to  requesting a Section 1 0 1 1  payment."  
H o w  d o e s  p a y m e n t  r e c e i v e d  f r o m  t h e  p a t i e n t  i m p a c t  S e c t i o n  1011 r e i m b u r s e m e n t ?  
Any funds received by a provider from the  patient would reduce t h e  amount  of t h e  Section 
1 0 1 1  payment  t o  t h e  provider, regardless of when t h e  patient payment  was  received. If t h e  
patient pays prior to  a provider billing Section 1011 ,  t h a t  payment  mus t  be  subtracted from 
t h e  otherwise payable Section 1 0 1 1  payment. In addition, if t h e  patient  pays t h e  provider 
after  a S e d i o n  1 0 1 1  payment  is made, the  hospital mus t  report  t h a t  amount  to  TrailBlazer 
and t h e  Section 1 0 1 1  payment  must  then be  reduced by the additional amount  t h a t  the 
patient paid (and t h e  money recouped from the  provider). 
Example: A hospital submits a payment request  to  Section 1 0 1 1  for $1,000 (for services 
provided to  point of stabilization only) and notes tha t  t h e  patient  h a s  paid $100. After 
comparing t h e  Medicare reimbursement rate to the costs incurred by t h e  provider for t h e  
provision of those services, TrailBlazer Health Enterprises determines  t h a t  t h e  Medicare 
reimbursement rate is t h e  "lesser o r  the  two amounts.  Under Medicare, t h e  reimbursement 
amount  would have been $600, s o  Section 1 0 1 1  subtracts  the.  patient  payment  of $100 
from $600 and determines tha t  the  hospital is ellgible t o  receive $500 under Section 1011. 
The hospital balance bills the  patient $400 ($ i000  - ($100 + $500)) and receives a n  
additional $200 from the  patient. The provider would report  t h e  patlent's payment  of $200 
to TrailBlazer and t h e  Section 1 0 1 1  payment amount  would be reduced by t h e  patient's 
additional payment amount.  Therefore, the  provider would owe $200 back to  t h e  Section 
1 0 1 1  program. 
Q u e s t i o n  El 
H o w  s h o u l d  a h o s p i t a l  d o c u m e n t  t h a t  s t a b i l i z a t i o n  h a s  o c c u r r e d ?  
I ' ~ o c d m e n t a t i o n  of stabilization is based on t h e  medical record of t h e  patient. Hospitals a r e  I 
/ no t  required to  document stabilization in cases  in which stabilization occurred within two 
jdays of hospital inpatient admission. Hospitais a r e  only expected t o  document  a stabilization i 
]determination for purposes of Section 1 0 1 1  7ayments  For inpatient servlces furnished 
'beyona t h e  second day of an  inpatient admission. 
I ~ u e s t i o n  E2 I 
i i j 
I 
/If a h o s p i t a l  elects n o t t o  enro l l  in Sect iorr  1011, is the .  h o s p i t a l  r e q u i r e d  to c o l l e c t  j 
: a n d  p r o v i d e  p a t i e n t  el igibil i ty in fo rmat ion  to p h y s i c i a n s  a n d / o r  a m b u l a n c e .  t z >  - 
No. A hospital t h a t  chooses not to  participate in t h e  Section 1 0 1 1  program is under no 
obligation to  collect, maintain o r  provide Section 1 0 1 1  patient eligibility information to 
Section 1 0 1 1  participating physicians and/or ambulance suppliers. I 
I I 
/ i f  a hospital chooses not  to  enroll in t h e  Section 1 0 1 1  program, Section 1 0 1 1  enrolled I 
i physicians and ambulance suppliers remain responsible for cpllecting, maintaining and 1 providing Section I 0 1 1  patient eligibility information for all Section 1 0 1 1  claims t h e  
physician or ambulance supplier submits for  payment.  
J 
Question E3 1 
What are the general requirements of Section 1011 enrolled providers for 
collecting and sharing patient eligibility information? 
CMS requires tha t  all Section 1 0 1 1  enrolled providers collect and  maintain Section 1&1 
patient eligibility information in a format t h a t  is: ( 1 )  easily retrieved, transmitted and 
transferred; and ( 2 )  auditable by CMS or its designated national contractor (i.e., TrailBlazer) 
on both a pre- and postpayment basis. 
Since Section 1 0 1 1  participating hospitals a r e  responsible for sharing patient  eligibility 
information with Section 1 0 1 1  participating physicians and ambulance suppliers, 
participating hospitals must  be  able to  transfer this information in a format  t h a t  a treating 
physician o r  ambulance supplier can maintain and use  for Section 1 0 1 1  billing and auditing 
purposes. 
Hospitals t h a t  enroll in Section 1 0 1 1  a r e  required t o  s h a r e  patient eligibility information with 
physicians and ambulance providers who: (1) contributed t o  t h e  ca re  of t h e  patient; (2) 
require t h e  information for billing purposes; and (3)  a r e  enrolled in t h e  Section 1 0 1 1  
program. 
All providers are  required to  maintain HIPAA compliance and  abide by all HIPAA privacy and 
securitv ~ l e s  when retrieving, storing, transmitting, transferring o r  otherwise sharing 
patient eligibility and other  information. 
Question E 4  
Is it acceptable for hospitals to share patient eligibility information with 
physicians and ambulance suppliers upon request, rather than automatically 
I 
sending this information to these providers7 
I 
/Yes. Hospitals a r e  under no obligation to  automatically transfer patient eligibility information 
to treating physicians or ambulance providers. 
,Question E5  1 
i I 
1 I 
/can a Section iDi1 enrolled hospital maintain, but not share, the patient eligibility: 
linformation (e .g. ,  the Provider Payment Determination Form) with physicians and i 
I 
I ambulance suppliers? ! 
1 
i i 
,,No. 3 r ~ o r  to submitting a Section : D l 1  d a i m ,  all pmvlders, including physicians and I 
- i hi0 







/NOTE: All ~rov iders are reauired to maintain HIPAA com~l iance and abide bv  all HIPAA 1 
-- 
ambulance suppliers must: (I) document that emergency services were furnished to an 
eligible patient in a dedicated emergency department setting; (2) collect and maintain the 
appropriate patient eligibility information (including documentation that verifies the patient,s 
eligibility status); and (3) identify and request reimbursement from all available funding 
sources prior to requesting a Section 1011 payment. Therefore, Section 1011 participating 
hospitals are required to share patient eligibility information with physician and ambulance 




privacy and security rules when retrieving, storing, tmn;mitting, transferring or otherwise 
sharing patient eligibility information. 
Question E7 
Pf  a patient provides a Social Security Number (SSN) that the provider believes to  
be invalid, what information should the provider maintain for patient eligibility 
purposes? 
Only services rendered to eligible aliens, as described in (c)(5) of Section 1011, are eliglble 
for 1011 payments. The provider should document the basis for which they believe, and the 
steps they have taken to verify, that the SSN is invalid. The documentation substantiating a 
provider's belief, includina efforts a t  verification that the ~ a t i e n t  falls within the Section 
1011 definition of eliglbldaliens, should be maintained. 
' 
Question E8 
How long must providers retain the Section 1011 patient eligibility, billing and 
payment documentatlon? 
We recommend that hospitals and other providers maintain medical and non-medical 
patient eligibility, billing and payment documentation for a minimum of  five (5) years from 
the date o f  service, or longer i f  required by state law. 
Question E9 
What should a provider do if the provider did not collect the necessary patient 
information back in  May? How will we collect that information retroactively? 
!TO collect the required information for Section 1011 payment requests, providers should 
lfollow customary procedures ?or contacting the patient. I f  a provider is unable to obtain the 




1 I i 
'Are foreign-born patients w i th  no alien card or visa: considered eligible patienfs: , 
'under Section Loll? 
Please refer to Question B1 and to the Section 1011 Provider Payment Determination form, 
which can be found on the Web a t  
http://www.cm;.nhs.govlcmsform~/downioad;lCMS10130A.pdf c. Providers should follow 
the instructions outlined on page 2 of the Provider Payment Determination form. Per these 
instructions, if (A) the provider determines that the responses to questions 1 and 2 are 
"No," and (6) the patient reports a foreign place of birth and (C) the provider is able to 
verifii patient eligibility based on the requirements set forth in question 3 of the Provider 
Payment Determination form, the provider may submit a request for Section 1011 payment,/ 
i Question E l l  I ! 
'Some hospitals are opting t o  not participate in Section 1011. How should 
physicians and ambulance companies secure all the necessary patient eligibility 
information in order to request Section 1011 payment? 
Physicians and ambulance supplieqshould work with non-participating hospitals to secure 
the patient eligibility information required for Section 1011 payment if possible. However, if 
a non-participating hospital is unable or unwilling to provide the necessary patient 
information, physicians and ambulance providers are required to  collect and maintain 
patient-specific eligibility information, as specified on the Provider Payment Determination 
form, before billing the Section 1011 prog;am. 
Question E l 2  
Are providers required to ensure that a Medicaid application has been submitted 
for every patient for whom Section 1011 payment is sought even if the patient 
clearly does not meet categorical eligibility requirements? 
No, CMS expects providers to follow their usual procedures in identifying and applying for 
Medicaid for categorically-eligible Medicaid patients. As stated on page 37 o f  the Final Policy 
Notice, "we believe that hospital eligibility specialists are sufficiently knowledgeable to avoid 
askinq patients to complete a Medicaid a ~ ~ l i c a t i o n  when the individual has ~ rov ided  , - -~ 
information that woulddeem the patient'";ategorically ineligible" for ~ e d i c a i d  benefits." 
Question E l 3  , 
What constitutes a voluntary statement (self-attestation) by a patient that (s)he is 
an undocumented alien? 
   or purposes of Section 1011, providers should NOT directly ask a patient if (s)he is an 
/undocumented alien. However, if a patient voluntarily declares that (s)he is an 
undocumented alien, the provider is potentially eligible to claim emergency services 
provided to the patient for Section 1011 payment purposes. A patient's seif-declaration that 
(s)he is an undocumented alien may include either a direct statement or an indirect 
statement. We wouid not attempt to put words in the mouths o f  patients in either case. 
I~owever ,  we want to reiterate that it is the provider's responsibility to ensure that the I !context of ;he patienis voluntaw declaration reasonably indicates that the Datient is an 
/undocumented alien. 1 
I 
I 
Question E l 4  
I 
i 
,Will CMS provide- a Spanish vemion of the Provider Payment Determination form? l 1120 
@34 cg; 
3 1 %,A, 
is>%" 
CMS is unable to  provide a Spanish version of t h e  Provider Payment Determination form. 
Question E l 5  
1 
I 
(1f a patient self-attests to being an undocumented alien, but is unwilling or Unable 1 
to provide a place of birth, may the provider still bill Section 10117 
i 
!We think t h a t  a patient who self-attests to being an undocumented alien h a s  little to  no 
/incentive to  withhold his/her place of birth. For purposes of program auditing, w e  require 
information on each patient's place of blrth. A s  stated on page 41 of t h e  final 
implementation guidance, w e  require tha t  a provider collect and maintain all of t h e  
information contained in t h e  Provider Payment Determination form, al though a provider 
may supplement  their existing registration process collection instruments to  obtain the  
information if they do not wan t  to  use  our  form. We recognize tha t  s o m e  patients may 
refuse t o  provide t h e  necessary information and we have adopted a n  approach which will 
allow providers to receive a fraction of the  outpatient emergency depar tment  care  costs for 
individuals who refuse to provide information regarding their eligibility o r  provide t h e  
necessary billing information t h a t  prevents t h e  hospital from collecting payment  from the  
patient. Please refer to  page 63 of t h e  final policy notice for more  information on our  
approach. 
Question El6 
What does a provider do with the Provider Payment Determination form if the 
patient states that s/he is an undocumented alien? 
Please refer  to  t h e  instructions given on t h e  Provider Payment  Determination form. 
Question El7 
Please provide a definition of stabilization and determination criteria for when an 
inpatient is considered to be stabilized under Section 1011. 
Under t h e  EMTALA provisions of the  Medicare law, t h e  t e rm "stabillzed" means ,  with respect 
to  a n  emergency medlcal condition, tha t  no material deterioration of t h e  condition is likely, 
within reasonable medical probability, to  result from o r  occur during t h e  transfer of t h e  
individual from a facillty or, in t h e  case  of a pregnant woman who is having contractions, 
t h a t  t h e  woman h a s  delivered (including the placenta). A "transfer" may include, in this 
I context, t h e  discharge of t h e  individual from t h e  facility ( see  Social Security Act 51867 ( e )  for a complete  definition). Under current  Medicare regulations, the  ENTALA obligation of t h e  
hospital which first t rea ts  a n  individual ends when t h e  hospital admits t h e  individual in good 
faith a s  a n  inpatient for further treatment.  For purposes of Section 1011 payment,  however, 
bills may  b e  submitted t h a t  include services provided to  t h e  patient until t h a t  patient is 
stabilized. For purposes of determining Section 1011 payments,  CMS a s s u m e s  that  
inpatients a r e  stabilized within two calendar days  of admission and therefore CMS does  not  
review claims for a determination of stabilization where stabilization is found by t h e  provider I I to have occurred on t h e  first o r  second day of inpatient care.  If a provider submits a c!aim 1 
' under  Section 1011 tha t  includes charges for services provlded to a n  inpatient beginning i 
/with the third day of ;he individual's inpatient s tay ,  CMS m a y  review t h e  documentation of 1 
'stability occurring after  the  second day and CMS will apply rhe definition of "stabilizedu citea 
/above.  I 
! 
g&s 
Related to Question ~ 1 7  above, please clarify "resolved" as it relates to the 
statement made in the documentation of Section 1011, Document Identifier CMS- 
10130, page 24: "patient's emergency medical condition must be resolved, even 
though the underlying medical condition may persist." 
For purposes of Section 1011 ,  an  individual's emergency medical condition is considered to  
have been "resolved" when it h a s  been stabilized a s  defined in Ouestion E l 7  above. Tils  is 
the  case  even if the  individual's emergency medical condition was  caused by an underlying 
chronic m e d i a l  condition such a s  a s thma ,  chronic obst ruct i ie  pulmonary disease,  o r  
diabetes,  which may continue even after stabilization h a s  occurred. 
I~uest ion El9 i 
Must the eligibility questions asked of the patient be kept hardcopy? 
No. Providers may collect and maintain patient eligibility information in a n  electronic format  
a s  long a s  t h e  questions used in determining eligibility include those  questions found on t h e  
Provider Payment Determination Form. All providers a r e  required to  maintain HIPAA 
compliance and abide by all HIPAA privacy and security rules when retrieving, storing, 
transmitting, transferring or o t h e w i s e  sharing patient eligibility. Providers must  be  able to  
provide a copy of t h e  form used to determine eligibility, should it b e  requested.  Please also 
review t h e  Questions and Answers (Q&A) page of the  Section 1 0 1 1  Web site - questions I1 
and E6. Additional information regarding t h e  determination of patient  eligibility can also be  
found on pages 36-47 of t h e  Section 1 0 1 1  Final Policy. 
Question E2O 
How long must providers retain the Section 1011 patient eligibility, billing and 
payment documentation? 
We recommend tha t  hospitals and other providers maintain medical and non-medical 
patient eligibility, billing and payment  documentation for a minimum of five years from the 
da te  of service, o r  longer if required by s t a t e  law. This information may  be  found on t h e  
Q&A page  of the  Section 1 0 1 1  Web site under question E8. 
Question E21 
What questions upon admission should or could we ask? I 
Please refer  to t h e  instructions given on t h e  Provider Payment Determination form. A copy 
of this form can be found on the  Section 1 0 1 1  Web site on the Resources page. 
I 
Providers should use  their usual and customary procedures for screening all their patients 
(Section 1 0 1 1  does not alter this process in any way),  If through this process, providers 
,believe t h a t  the  patient may be  an  eligible alien under Section 1011,  providers should use  
ithe Provider Payment Determination Form a s  a basis for questioning t h e  patient t o  
]determine whether the  patient qualifies a s  a n  eligible alien. 1 
1 I 
I 
How often is a provlder required to collectthe provider paymentdetermination ' 
form? I 
The Provider Payment Determination Form (or a version of t h a t  form) is n o t  used t o  
document the  number of times that  a patient visits a facility but is used to determine 
patient eligibility status.  Providers must  complete this form each t ime  a patient is admitted, 
Question E 2 3  
I 
I f  we do not have any supporting documents and are unable to reach the patient 
via mail or telephone, can we bill Section 1011 for patients who state t h e y  are j 
/from out of the country? 
! 
I I 
I ,To collect the required information for Section 1 0 1 1  payment  requests ,  proviaers should 
,follow customary procedures for contacting t h e  patient. If a provider is unabie to obtain ;he 
required patient eligibility information, a Section 1 0 1 1  payment  request  m a y  not be  
submitted. 
This information may be found on the  Q&A page of the  Section 1 0 1 1  Web site under 
question E9. 
Question E24 
/ ~ o e s  a U.5.  Port of Entry issue documents to aliens entering the country? 
Yes. A port  of entry is a place where a n  alien may lawfully en te r  a country. An Immigration 
Inspector must  determine why an alien is coming to t h e  United Sta tes ,  what  documents a r e  
required, if those documents a re  present and how long one  should b e  allowed to initially 
stay in t h e  United States. The Inspector will s t a m p  t h e  passpor t  and issue a completed Form 
1-94 to those  allowed to proceed into the  United States.  A completed form will show what 
immigration classification was  given by t h e  Immigration Inspector and how long the  
individual is allowed to stay. 
Question E25 
/HOW do I use the Provider Payment Determination Form (PPD)? 
The Provider Payment Determination form is a tool providers can use to determine patlent 
eligibility. Detailed instructions on filling ou t  this form a r e  included o n  page two of the  PPD. 
This form is not required when the  payment request  is submitted;  however, the  completed 
form mus t  be maintained on file and submitted a s  part of t h e  necessary paperwork for any 
record requests. Additionally, page 4 1  of the  Final Policy notes that :  
While we a re  not requiring tha t  providers use the  information collection 
instrument designed by CMS, w e  a re  adopting a position that  would require 
I 
providers to collect and maintain the  s a m e  information contained in the  
I provider payment determination collection instrument. i I 
i ~ m e r g e n c y  t reatment  should not be delayed to gather  information contained on CMS' 1 
/information collection instrument o r  a n y  other existing collection instrument used by the  





!For additional lnformation regarding :he PPD please referents pages  39-44 of t h e  Final i 
:Policy. I 
, 
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.&# uestion F1 
As a Medicare provider, I submit my claims electronically, receive an electronic 
remittance advice, but receive a paper check. How wil l  the CMS-designated 
Section 1011 contractor (TrailBlazer) disburse payments? 
I 
To reduce administrative costs  for providers and CMS, TrailBlazer will only disburse 1 
payments  electronically. Thus, providers a r e  required t o  complete t h e  provider enrollment 1 
application in its entirery. If a provider chooses no t  to  provide t h e  information requested on 
Ithe Provider Enrollment Application, processing may  be  delayed o r  provider payment  msy 1 
be  denied. 1 
Question F2 
Iwhen wi l l  payments under Section 1011 begin? 
Providers will be  able to  claim payment for services initiated and  furnished on o r  after May 
10,  2005.  Services rendered prior to  May 10, 2005, o r  initiated on o r  before May 9, 2005, 
a r e  not eiigible for payment. Beginning in October 2005,  providers m a y  begin to  submit  
requests  for payment under Section 1 0 1 1  to t h e  CMS-desiqnated S e e i o n  1 0 1 1  contractor 
(TrailBlazer). Claims payments will be adjudicated and disbursed beginning February 2006. 
Question F3 
jwill I submit a Section 1011 claimi to  my current fiscal intermediary or carrier? I 
No. Medicare contractors cannot process Section 1 0 1 1  payment  requests .  Only TrailBlazer, 
t h e  Section 1 0 1 1  CMS-designated national contractor, may  process Section 1 0 1 1  claims. 
Question F4 
A patient is admitted to the ER and goes directly t o  the ICU. The patient dies after 
six days and is never stabilized. What can the provider bill for? 
In the  scenario referenced above,  a s  long a s  t h e  provider verified t h a t  t h e  patient is an 
eligible allen under Section 1011,  and that  t h e  patient never  reached stabilization during t h ~  
six days  of t h e  patient's s tay,  the  provider may  submit  a Section 1 0 1 1  payment  request  for 
all eligible emergency services. As stated in t h e  final policy, t h e  hospital would then receive 
a per-diem rate for that  individual for each day  of t h e  s t a y ,  not  to  exceed t h e  full DRG 
payment.  However, we may review the  stabilization determination for a n y  payment  
requests  which go beyond two calendar days and would expect  t h e  medical record to 
completely document the  reasons for t h e  stabilization determination. Please note tha t  
section 1867(h)  of t h e  Social Security Act prohibits hospitals from delaying EMTALA 
screening o r  necessary stabilizing treatment to  inquire a b o u t  a n  individual's method of 
payment  o r  insurance status.  
I 
jQuestion F5 
/will the requirement that providers use Direct Data Entry (DDE) for requesting 
,Section 1011  payment be changed or will this payment request method be used 1 
for the entire four years of the program? i I 
I 
/HOW wil l  t h e  DRG be calculated if it takes more than two days t o  stabilize a 
I patient? I 
I I 
*%*, gp 
/Regardless o f  how long it takes to achieve stabilization, the.payment is based on an 
/inpatient Prospective Payment System per diem rate. The per diem rate equals the 
prospective payment rate divided by the average length of stay for the specific DRG and 
multiplied by the patient's length of stay upon stabilization. NOTE: All Section 1011 
payment requests that span two or more days to stabilization are subject to  medical review. - 
Question F7 
&$#j *, -- 
How often can providers submit payment requests? 
.i.!*' 
Providers may submit payment requests as services are rendered. As a reminder, providers 
must first seek payment from other payer sources prior to billing the Section 1011 program. 
Question F8 
i 
At this time, DDE is the only method by  which Section 1011 payment requests can be 
submitted. However, we are currently researching alternative submission formats, such as 
Electronic Media Claims (EMC). 
Question F6 
I f  a patient's length of stay is five days - on a normal claim the provider would see 
one room stay - for Section 1011, do we expect t o  see two room stays or just one? 
What should be billed, the entire stay or just to  stabilization? 
Providers should bill only to the point of stabilization, on a single bill. 
Question F9 
Will the Section 1011 payment request processing system (the FISS-UARS) edit 
for patient name and/or address? I f  the patient does not have an address or a U.S. 
address, what should providers enter into those fields? 
The Section 1011 ESS-UARS system will not edit for patient name, address and zip code. 
The system will auto-populate those fields and the user will not be able to enter anything in 
those fields. 
Question F10 
For Section 1011 payment requests for outpatient encounters, should HCPCS 
codes be entered for each line or  should a generic code be used? 
I 
HCPCS codes should be used for each line on the payment request (no generlc codes). We 1 
w ~ l l  publ~sh job a~des w ~ t h  some of the most common codes. 1 
I 
I ~ues t i on  F I X  
I ! 
i 
How soon after submission will providers be able to  seethe statusof a,payment , 
lrequest? - %Sc, 
As soon as a payment request is submitted, providers will be able to monitor its disposition 1 
by utilizing the Direct Data Entry (DDE) to check the status. 
Quest ion F12 
If t h e  a d m i t  date i s  in o n e  quar ter  and t h e  d ischarge da te  in ano the r  quarter  how 




/NG, a split payment request should not be submitted. Proviaers should submit one payment 
l r e ~ u e s t  to cover the entire episode. The "to" date on the ~ a v m e n t  reauest will determine I . , 
the quarter in whlch the payment request will be paid. - I 
Quest ion F13 
I 
If prov ide rs  receive a paymen t  f r o m  a pa t ien t  a n d / o r  other p a y e r  sources, how 
should prov iders  ref lect  this payment  on a Sect ion 1011 p a y m e n t  request? 
]providers should use one of four value codes indicating another payment; I 
G6 = Other or Charity Care (use Remarks field to indicate source) 
G7 = Patient Payment 
G8 = Workers Compensation 
G9 = Medicaid Denied Services/Deductible/Co-Insurance 
Along with the Valuecode, providers should include the amount of the other payment. 
Quest ion F14 
Wi l l  t h e r e  b e  T a n d  S statuses and  ADRs in t h e  Sect ion 1011 FISS-UARS? I 
The Section 1011 FISS-UARS will not have a "T - returned to provider" status. FISS-UARS 
will have '5 - suspended" status and Addltional Development Requests (ADRs) will be 
produced as part of the medlcal review process. TrailBlazer is in  the process o f  developing 
procedures for situations in which providers will need to provide additional information in 
order to process a Section 1011 payment request to completion. 
Quest ion F15 
Please expla in the 10% add-on payment. 
As discussed on Page 63 of the Final Policy Notice, it is presumed that one in every 10 
people that a hospital will treat will refuse or be unable to furnish the required eligibility 
lnrormation. As a result, an additional payment in the amount o f  10% of  the total approved 
charges for outpatient services furnished in a quarter will be added to each Section 1011 
payment. This 10% increase in payment will also be applied to ambulance provider services 1 '  
Note that :his amount is subject to the pro-rata reduction. 
/Quest ion F16 
I 
O n  i npa t ien t  claims, should t h e  prov ider  b i l l  a HCPCS for every l ine  o r s h o u l d  I 
prov iders  b i l l  t h e  same as, they do for Medicarecla ims7 - -, I 
Providers will bill inpatient claims the same way they currently do under Medicare. 
- 
Quest ion F17 
/ A  p a t i e n t  dies e n  rou te  t o  t h e  hosp i ta l  or w h i l e  b e i n g  t rea ted  a t  t h e  scene - does 
the ambulance use t h e  hospital 's number to bi l l? 
I 
!NO, the ambulance company should bill under their own p r d i d e r  number, utilizing the 
\provider number associated with the hospital to which thev would have transported the 
I 
I 
W h a t  shou ld  prov iders  use in t h e  med ica l  r e c o r d  portion o f  the p a t i e n t  ident i f ier  
n u m b e r ?  
Tine last six digits of the patient identifier number should be a number that the  provider 
chooses that will be of the most assistance to them in tracking patient records. Some 
providers have indicated that patlents might have multiple internal numbers. I t  is the 
provider's choice as to which number they should use. 
Quest ion  F19 
W i l l  Sec t ion  1011 p a y m e n t  requests  be r e t u r n e d  t o  p r o v i d e r  (RTP'ed)? 
No, Section 1011 payment requests will not be RTP'ed in the FISS-UARS. TrailBlazer is in 
the process of developing procedures to address situations in which providers need to 
provide additional informatlon in  order to process a Section 1011 payment request to 
completion. 
Quest ion  F20 
]will the p a t i e n t  con t ro l  n u m b e r  be re f lec ted  on the Remi t tance Advice? 
Yes, payment requests for a given provider number will be delineated b y  patient control 
numbers. 
Question F21 
W i l l  revenue codes a n d  HCPCS codes be handfed by the Sect ion 1011 processing 
sys tem (FISS-UARS) the s a m e  w a y  that they are hand led  by t h e  regular Medicare 





/Yes, the process~ng of those codes will be the same (same def in~t~ons, etc.). 1 
I 
Quest ion F2Z 1 I 
I i 
(Can the billing per iod  be e x t e n d e d  this first qua r te r  (-05 third q u a r t e r  p a y m e n t  
jrequests)? ' 
4.7~3~ Si&$ 
SW See  he deadline for subr~,,,.iing Section 1 0 1 1  payment requests tor t he  first payment cycle only 
/ ( for  services furnished on or after May 10,  2005 through June 30, 2005) has  been extended 
from Tuesday, Dec. 27, 2005 to Monday, Jan. 16,  2006. 
Ques t i on  F23 
Will p rov ide r s  receive a Remi t t ance  Advice a t  the t i m e  of  p a y m e n t ?  
I 
I Yes, providers will receive a Remittance Advice a t  the time af payment.  If a provider has 1 m~iltiple provider numbers they will receive a P.ernittance Advice- for each of their numbers. I 
/ g u e s t i o n  F24 I 
1 
Will t h e  72-hour  rule  app ly  to Sec t i on  1011 p a y m e n t  r e q u e s t s ?  
Yes. A s  s ta ted in the final policy notice (page 53), we are  generally using Medicare payment 
rules to calculate the payment amount  for hospital services up  to the  point of stabilization, 
physician, and ambulance services under section (c)(2)(ii). Accordingly, t h e  72-hour rule, o r  
3-day payment window applies to Section 1 0 1 1  a s  it does  in regular Medicare. 
Q u e s t i o n  F25 
A r e  t h e r e  a n y  spec ia l  r e q u i r e m e n t s  or p r o c e d u r e s  f o r  h o s p i t a l s  t h a t  bill u s i ng  a n  
all- inclusive rate? 
No. All-inclusive rate hospitals complete the  Direct Data Entry (DDE) sc reens  just as they 
normally would, using revenue code 0100 o r  0101. Slnce all-inclusive ra te  hospitals are 
reimbursed under normal prospective payment system (PPS) rules, their payment rates a r e  
determined by the same PRICER software used for other inpatient hospital claims. 
Q u e s t i o n  F26 
Will t h e  National Prov ider  I den t i f i e r  (NPI)  b e  r equ i r ed  o n  S e c t i o n  loll p a y m e n t  
r e q u e s t s ?  
No, t he  NPI will not be required on Section l o l l  payment requests. 
Q u e s t i o n  F27 
/w i l l  co r r ec t i ons  of p a y m e n t  requests e v e r  b e  a l l owed  to o c c u r  on l i ne?  I 
The Undocumented Alien Request System (UARS) does not  allow for online adjustments o r  I 
corrections a s  the Section l o l l  Final Policy s ta tes  (page 67) t ha t  providers are  not allowed 1 
to submit adjustments. However, corrections may be emailed to 
section.l0ll@traiiblazerhealth.com with the wording "Payment Request Correction Needed" 
I 
/in the  subject  line. The body of the  e-mail should contain t he  following: Section 1011  PIN; 
Ithe patient idenrification number; dates  of service; error submitted and  how it is to be 
I 
jcorrecied; and the  name, title and phone number of the  billing contact person. 1 




I s  i t  a l l o w a b l e t o  bill f o r  a t r i a g e  t r e a t m e n t  ( r e v e n u e  c o d e  450 a n d  HCPCS c o d e  ) 
99281) w h e n  t h e r e  a r e  n o  o t h e r c h a r g e s ?  I ! 1 3 ~  
Yes, ~t IS allowed to b~ll revenue code 450  for Emergencv Room (ER) and HCPCS code 99281  / 
for an  ER vls~t.  
Ques t i on  F29 I 
I W h y  d o  w e  h a v e  t o  w a i t  unti l  a l e t t e r  is i s s u e d  b e f o r e  c o r r e c t i o n s  c a n  b e  m a d e ?  1 i 
Providers are not required to wait until a lecrer is received before making corrections. Ps 
I soon a s  a provider notices there was an error in their payment  request  submission, an  e- mail should be sent to seit~on.lOll@r:aiI5IdznrneaIt~.c0m > ~ i t h  t e  subject line "Payment 
'1011 PIN; the patient identification number; d a t e s  of service; error submitted and how it is 
to be corrected; and the name, title and phone number  of the  billing contact person. 
IRequest Correction Needed." The body of t he  e-mail should contain the  following: Section 1 
Ques t i on  F30 
I f  a p a t i e n t  i s  a d m i t t e d  to o u r  hosp i t a l  o n  May  1, 2006, d i s c h a r g e d  o n  May 5, 2006, 
a n d  w a s  f o u n d  to h a v e  b e e n  s tab i l i zed  o n  May 3, 2006, h o w  m a n y  i npa t i en t  d a y s  
are we ac tua l l y  a b l e  to bill fo r?  
Based on the  example given, you can bill for da t e s  of service May 1, 2006, to May 3, 2006. 
Q u e s t i o n  F31 
I f  a p a y m e n t  r e q u e s t  i s  s u b m i t t e d  a n d  t h e n  f o u n d  to b e  ine l ig ib le  f o r  t h e  p rogram,  
i s  t h e  p rov ide r  r equ i r ed  to retract t h e  p a y m e n t  request p r i o r  to  t h e  q u a r t e r l y  
billing dead l i ne?  
Also, w h a t  if t h e  error is f o u n d  in t h e  t i m e  f r a m e  b e t w e e n  p a y m e n t  r e q u e s t  
d e a d l i n e  a n d  p a y m e n t  dis t r ibut ion,  will i t  p a y  a n y w a y  a n d  t h e n  r e c o u p  o n  t h e  n e x t  
q u a r t e r ,  or will it b e  retracted so n o  p a y m e n t  i s  m a d e  t h a t  q u a r t e r ?  
Providers are  required to notify TmilBlazer of submission errors. If t he  error is discovered 
prior to t h e  quarterly billing deadline, a request  for inactivation can be  submitted. Please 
send an  e-mail to: section.lOll@trailblazerhealth.com with the  subject  llne: Payment 
Request Inactivation Needed. In t he  body of t he  e-mail, include the:  PIN; patient 
identification number; dates  of service; reason t he  payment request  needs to be inactivated 
(e.g., billed the  wrong dates  of service); and  the  name,  title and phone number of the  
billing contact person, 
If the error is found between the payment request  deadline and payment  distribution, the 1 
payment request will be paid. Please submit a let ter  on your  corporate letterhead, signed by 1 
t h e  provider's authorized representative, detaiiing t he  following information: 1 
I / Provider name. 
i Provider number. 
i .DCN. 
! -HIC. 
: . Dates of service. 
i r gill type (I:? or  131;. - Reason ?or returning the funds 
p+ &*$ 
<*:/  he letter should be malled to: 
TrailBlazer Health Enterprises, LLC 
Attention: Reimbursement and Reporting Director 
Section l o l l  
P.O. Box 660529 Dallas, T X  75266-0529 
For additional lniormation please reference page 67 and 68 of the Final Policy. ! 
Question F32 1 
I 
I have a patient that was stabilized on the 1st day but his stay has resulted in an 
inpatient stay. Do I bill with type of bill 111 o r  1317 
I 
If the  patient was stabilized after admission the charges should be submitted with type of 
bill 111. 
Question F33 . , 
Do I have t o  back all the way out of Direct Data Entry (DDE) if I want to  start 
entering payment requests under another Providei Identification Number (PIN)? 
- 
Yes. Because DDE automatically fills in the  PIN, providers must  back all t h e  way out and log 
back into DDE to submit payment requests under a different PIN. I t  is not  necessary to 
completely log ou t  of the system if the first six digits of the  PIN a r e  the  same.  If the  first six 
digits of t he  PIN are  the  same,  the  provlder would key the  last six digits of the  next 
payment request. The provider must make sure  that  t he  last six digits a r e  keyed accurately 
to make sure  tha t  the  bill is submitted for the  correct provider. 
Question G1 
Some physicians are HIPAA exempt and are not required to  file claims 
electronically. How wil l  HfPAA-exempt physician payment requests be handled for  
Section 10117 
All Section 1011 providers a r e  required to submit Section 1011  payment requests  via Direct 
Data Entry (DDE). 
Question G2 
Can providers cancel payment reques l  once the payment request is submitted via 
Direct Data Entry (DDE)? 
I 
/ N O .  Providers will not be able to cancel payment requests once the  payment  request is 
*submitted via DDE. We are  currently developing procedures to allow providers to cancel 
!payment requests submitted in error. 
i 
I 
'Wil l  the reason codes in the Section 1011 payment request processing system (the 
IFISS-UARS) be the same as today's Part A reason codes? 
1 
,ex 6-a *&&' 
Yes - the  FISS-UARS system will have the  s a m e  reason codes tha t  exist in the Fiscal 
Intermediary Standard System (FISS). 
Ques t ion  64 
How s o o n  a f t e r  s u b m i s s i o n  will p rov ide r s  b e  a b l e  t o  see t h e  s t a t u s  of p a y m e n t  
r e q u e s t ?  
A s  soon a s  a payment request is submitted, providers will be able to  monitor its disposition 
by utilizing :he Direct Data Entry (DDE) to check the  status:  
Ques t i on  G5 
I 
Mus t  a hosp i t a l  t h a t  e l e c t s  t o  rece ive  p a y m e n t  f o r  b o t h  hosp i t a l  and phys ic ian  
services u n d e r  MMA §1011 (c )  (3)(C)(i) bill f o r  a l l  phys ic ian  services, including 
t h o s e  p rov ided  b y  phys i c i ans  w h o  a r e  n o t  e m p l o y e d  b y  t h e  hosp i t a l ?  H o w  shou ld  a 
hosp i t a l  h a n d l e  billing f o r  i n d e p e n d e n t  phys ic ians?  
The final policy notice for Section l o l l  payment says  tha t  a hospital tha t  elects to enroll 
with a roster and receive payment for both hospital and physician services must  bill for all 
physicians employed by o r  contracted with tha t  hospital. The hospital may  not choose to bill 
solely for employed physicians. A hospital electing this option must bill for any and all 
physician services performed in tha t  hospital, without regard to  t he  legal arrangement  with 
the physician. As we s ta ted in our  final guidance, hospitals may  not submit  payment 
requests for certain physicians while allowing others  to  bill separately. We will not process 
separate  payment requests for physicians' services from a hospital t h a t  elects to receive 
payment for both hospital and physician services. - 
Ques t i on  66 
W h a t  d o c u m e n t a t i o n  i s  r equ i r ed  w h e n  s u b m i t t i n g  a p a y m e n t  r e q u e s t ?  
No documentation is required a t  t he  tlme a payment request  is submitted. However, 
providers are  required to maintain patient eligibility information for t he  purposes of audit o r  
compliance review. These records include all medical records associated with the  services 
provided. 
Providers must also maintain a copy of t he  Section 1011 Provider Payment Determination 
Form (or  a copy of the  form that  providers use  to  determine eligibility, which must include 
those questions found on the Provider Payment Determination Form). 
This information may be found on  the Q&A page of the Section l o l l  Web site under  
question 11. 
/Ques t i on  H 1  
I 
I Will O u t p a t i e n t  Code  Editor (OCE) a n d  Nat iona l  Co r r ec t  Claims In i t i a t i ve  (NCCI) 1 




'Ques t ion  HZ I I 




billing is d o n e  u n d e r  o n e  P rov ide r  ID?  
Individual physicians and those on a hospital roster will receive separa te  EFTS per their 
Section l o l l  Provider Identification Number (PIN). This maintains a clear audit trail of the  
/servrces and payments made under each PIN: 1 
Q u e s t i o n  H 3  7 
I 
' H O W  m u c h  of  t h e  f u n d s  h a v e  b e e n  d i s t r i b u t e d  to p r o v i d e r s  in e a c h  qua r t e r ?  W e r e  
/ q u a r t e r l y  f u n d s  e x h a u s t e d  in a n y  of t h e  states a r  a s  a w h o l e ?  
I 
I 
For the  third-quarter of fiscal year  2005, approximately $25.4 million in reimbursement was  1 
distributed, and for the fourth-quarter of fiscal year  2005, approximately $32.7 million was 
distributed. Approximately $191.8 million will be rolled over  from fiscal year  2005 to fiscal 
year  2006. 
 h here ha s  been no pro-rata reduction for t he  first two oavments made  [third-ouarter fiscal 1 . . 
year  2005  and fourth-quarter fiscal year  2005).  
Q u e s t i o n  H 4  
H o w  are payments d e t e r m i n e d ?  
Payments are  determined based on the  lesser of provider cost o r  what  would be paid under 
current Medicare rules. 
Please see the  payment calculation example found on the  TrailBlazer Section 1011  Web site 
under  t h e  Section l o l l  Payment Request Processing page, along with pages 59-61 of t he  
Section 1011  Final Policy. 
Q u e s t i o n  11 
/ w h a t  d o c u m e n t a t i o n  will p rov ide r s  n e e d  to ma in t a in  f o r  medica l  r ev i ew  pu rpose s?  I 
Providers are  required to maintain all medical records associated with the  EMTALA length of 
s tay  / stabilization time period, supporting all services for which providers request Section 
1 0 1 1  payment. Providers must  also maintain a copy of the  Section 1 0 1 1  Provider Payment 
Determination form (or a copy of t he  form tha t  providers use  to determine eligibility, which 
must include those questions iound on the Provider Payment Determination ~ i r m ) .  1 
Ques t i on  I2 
Using w h a t  cr i ter ia  will t h e  medica l  n e c e s s i t y  of a p a t i e n t  e n c o u n t e r  f o r  Sec t ion  
1011 p a y m e n t  r e q u e s t s  b e  de t e rmined?  
I I 
! ~ r a i l ~ l a z e r  will review payment requests and make individual determinations on a case-by- 
!case basis, based on the medical record. 1 
i I 
i 
iWlll Local Medical Review Policy (LMRP) a n d -  C ~ r r e c t C o d i n g .  I n i t i a t i ve s  (Cf I )  e d i t s  : 
!be in t h e  FISS-UARS? 
" Il.-sh 
Yes, both CCI and National Coverage Determination (NCD) edits  will b e  in place. The use of 
LMRPs is still under discussion. 
Question I4 
Will medical records be required for all stays in excess of two.days? 
Medical records a re  not required a t  the  time a payment  request  is submit ted.  However, 
medical records may be requested and need to be  submitted i F  t h e  payment  request  is 
I selected for Medical Revlew. 
For more information regarding Medical Review, please see page 25 of t h e  Section loll 
Final Policy o r  the  Medical Review page on the  Section 1011 website. Information regarding 
Medical Review may also be found under Category I o n  t h e  Q&A page  of the  Section loll 
Web site. 
The Section 1011 Questions and Answers listed in this document are current 
as of 12/22/2006. 
TrailBlazer Health Enterprises LLC recommends that you visit the Section 
1011 Web site often t o  obtain the most recent Section 1011 Questions and 
Anwers. 
TrailElazer Health Enterprises, LLC 
Section 1011 Operations 
Post Office Box 660529 
Dallas, Texas 75266-0529 

(a )  TOTAL Ah$om: AV,~I~.AULE:OR ALLOTMENT- 
( I )  IN niNmu.--Out of any funds in the Treasury not 
otherwise appropriated. there are appropriated to the Secretary 
S250.000,000 for each of fiscal years 1004 through 1008 fix 
tlte purpose of making allotments under :his section ibr pdyments 
to eligible providers in States described in paragraph 
( I  i or  (2 )  of subsection (b). 
11) iv,;~L,\uiL:Tv.-Tunds ~ppropriated u~tder paragraph 
(1 1 shall remain available until expended. 
(b) STATE ALLOTME~TS- 
(1)  BASED ON PERCE~TAGEOF U N D O C ~ E ~ E D  ALIENS.- 
(A j I N  G E N E M . - - ~ U ~  of the amount appropriated 
under subsection (a) for a fiscal year, the Secretary shall 
use $167.000,000 of such amount to make allotments for 
such fiscal year in accordance with subparagraph (B). 
( 8 )  FORMULA.-T~~ amount of the allotment for payments 
to eligible providers in each State for a fiscal year 
shall be equal to the product of- 
( i )  the total amount available for allotments under 
this paragraph for the iiscal year; and 
(ii) the percentage of undocumented aliens residing 
in the State as compared to the total number of such 
aliens residing in all States, as determined by the 
Statistics Division of the Immigration and Naturalization 
Service, as of January 2003, based on the 2000 
decennial census. 
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(2) BASED ON NUMEER OF UNDOCUMENTED ALIEN APPREHENSION 
STATES.- 
(A) IN GENERAL.---Out of the amount appropriated 
under subsection (a) for a fiscal year, the Secretary shall 
use $83,000,000 of such amount to m k e  allotments, in 
addition to amounts allotted under paragraph (I),  for such 
fiscal year for each of the 6 States with the highest number 
of undocumented alien apprehensions for such fiscal year. 
(B) DETERMmAnONOF ~LLo'rMEws.-The amount of 
the allotment for each State described in subparagraph 
(A) for a fiscal year shall be equal to the product of- 
(ii the total amount available for allotments under 
this paragraph for the fiscal year; and 
(ii) the percentage of undocumented alien 
apprehensions in the State in that fiscal year as compared 
to the total of such apprehensions for all such 
States for the preceding fiscal year. 
(C) DATA.-For purposes of this paragraph, the highest 
number of undocumented alien apprehensions for a tiscal 
year shall be based ~ I I  tlte appreltension rates for the 
undocumented aliens in such States. as reporred by the 
Deparr~neitt of liomeland Secur~r).. 
I - )  USE OF FIJNDS.- 
I I ) .iT!+OR:TY TOMAKE PAYMENT.-F~o~ the allotmeltts 
made for a State under subsection I b) for a iiscal year, :he 
Secretaiy shall pay the amount (subject to the total amount 
available from such allotments) determined under paragraph 
(21 directly to eligible providers located iit the Srate for tlte 
provision of eligible services to aliens described in paragraph 
( 5 )  lo the cxtcnt that the eligible provider was not otherwise 
reimbursed ( l h r o u ~ h  insurance or othenuise) for such services 
during that fiscd year. 
I?)  DFTERMINAT!ONOP ?AYME&T.AMOL'~S.- 
(.A) 1% GENEK,~L.-Subject to subparagraph (B), the payment 
amount determined under this puragraplt shall be 
an amount determinzd by the Secretaiy that is equal to 
the lesser of- 
(i) the amount that the provider demonstrates was 
incurred for the provision of such services; or 
(ii) amounts determined under a methodology 
established by the Secretary for purposes of this subsection. 
(B) PRO-RATA REDUCTION.-I~ the amount of f inds 
allotted to a State under subsection (b) for a fiscal year 
is insufficient to ensure that each eligible provider in that 
State receives the amount of payment calculated under 
subparagraph (A), the Secretary shall reduce that amount 
o f  payment with respect to each eligible provider to ensme 
that the entire amount allotted to the State for that fiscal 
year is paid to such eligible providers. 
(3) METHODOLOGY.-I~ establishing a methodology under 
paragraph (Z)(A)(ii), the Secretar- 
(A) may establish different methodologies for types 
of eligible providers; 
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(B) may base payments for hospital services on estimated 
hospital charges, adjusted to estimated cost, through 
the application of hospital-specific cost-to-charge ratios; 
(C) shall provide forthe election by a hospital to receive 
either payments to the hospital for- 
(i)  hospital and physician services; or 
(ii) hospital services and for a portion of the oncall 
payments made by the hospital to physicians; and 
(D) shall make quarterly payments under this section 
to eligible providers. 
If a hospitai makes the election under subparagraph (C)(i); 
the hospital shall pass on payments for services of a physician 
to the physician and may not charge any administrative or 
other fee with respect to such payments. 
(4) L ~ M J T A ~ ~ N ~ N  USEOF ~bms.-Payments made to 
eligible providers in a State from allotments made under subsection 
(b) for a fiscal year may only be used for costs incurred 
in providing eligible services to aliens described in paragraph 
( 5 ) .  
i5i .AL.:E"IS DESCRIBED.-For purposes of paragraphs ( I  ! 
and (3) .  aliens described in this paragraph are an\; of tlte 
following: 
(4) ilndocumented aliens. 
iB1 .Aliens who have been paroled into the United 
States at a Gnited States pon of entri. for the purpose 
of receiving clieible services. 
L C )  Mexican citizens permitted to enter the United 
States for not more than 72 hours under the authoriry 
of a biometric lnachine readable border crossing identificdtion 
card (also refcrred to as a "laser visa") issued in 
accord.ance with the requirements of regulations prescribed 
ulider section iOl1aj16) ofthe irnmigralion and Nacionaii~ 
,Act 13 U.S.C. I lOi(a116)i. 
(d) ~\P?l,lC:~.7lljNS; ADVANCI: PAYME~TS- 
\ 1 J D E I ~ L I N C  IFOR ?ST:\BL:SllivlCNT OF APPLICATIO?! 
PRt>CESS.----- 
( A )  I N  GENEM!..-NO~ later than September 1. 2004, 
the Secretary shall establish a process under wnich eligible 
providers located in a State may request payments under 
subsection (c). 
(B) INCLUSION OF MEASLRES TO COMBAT FRAUD AND 
mus~.-The Secretaq' shall include in the process established 
under subparagraph (A) measures to ensure that 
inappropriate, excessive, or fraudulent payments are not 
made 60m the allotments determined under subsection 
(b), including certification by the eligible provider of the 
veracity of the payment request. 
(2)  ADVANCE PAYMENT; R E ~ O S P E C ~ V E  o n ' s m r . - T h e  
process established under paragraph ( I )  may provide for 
making payments under this section for each quarter of a 
fiscal year on the basis of advance estimates of expenditures 
submitted by applicants for such payments and suih other 
investigation as the Secretan mav find necessarv. and for , . , 
making reductions or increases in the payments as necessary 
to adjust for any overpayment or underpayment for prior quarters 
o f  such fiscal year. 
je) DEFWTIONS.-ID this section: 
H. R. 1-370 
(1) ELIGIBLEPROVIDER-The term "eligible provider" 
means a hospital. physician. or provider of ambulance services 
(including an Indian Health Service facility whether operated 
by the lndian Health Service or by an Indian mbe or tribal 
organization). 
(2) EL~CLBLE~ERVICE~.-T~~ term "eligible services" means 
health care services required by the application of section 1867 
ofthe Social Security Act (42 U.S.C. 1395dd), and related 
hospital inpatient and outpatient services and ambulance services 
(as defined by the Secretary). 
(3)  HOSPITAL.-The term "hospital" has the meaning given 
such term in section 186 i(e) of the Social Security Act (42 
U.S.C. l395xje)). except that such term shall include a critical 
access hospital (as defined in section 186i(mm)(I) ofsuch Act 
(41  U.S.C. 1395x(mmj(i)). 
15) Plivslc:.b.~.-The term "physician" has the meaning 
given that term in section i86i(r)  oi the Social Securi* Act 
(42 U.S.C. l:95xtr)). 
I 5 i INDIA?< m n r :  r?.lnAL oRG.~Nlz,.4T;O~.-~ile terms 
"Indian tribe" and -.tribal organization" have the meanings 
ziven sucn terms in section 1 of the Indian Health Care 
improvelnent ,Act 135 U.S.C. IhOj). 
16) S~nir.-The ? e m  "State" means the 50 States and 
the Distrlc: of Columbia. 
Calvin 1.1. Campbell 
I.S.R. No. 4579 
Gooding County Prosecutii~g Attorney 
1,uverne E. Shull. Chief Deputy 
I.S.R. No. 5477 
P.O. Box 86 
Gooding, ID 83330 
(208) 934-4493 
. 4 -  - < ,..,-,; 
uliih i r k s  I i CLERK 
OEPUTY 
Attorney for Respondent 
IN THE DISTRTCT COURT OF T I E  FIFTII JUDICIAL DISTRTCT OF 
THE STATE OF IDAHO, M AND FOR THE COUNTY OF GOODmG 
BOARD OF COLWTY COMMISSIONERS 
OF GOODING COWTY. 
ST. LUKE'S MAGIC VALLEY REGIONAL 
MEDICAL CENTER* Ltd. 
(regdirig hlaria del Carmen Perez), 
Petitioner, 
Respondent. 
COMES NOW RESPONDENT GOODING COUNTY, and files the following 
CASE NO. CV-2009-000070 
RESPOKDENT'S BRIEF 
brief in opposition to the Petition for Judicial Review: 
I. PROCEDURAL BACKGROUND 
The Findings of Fact. Conclusions and Decision, Board of County Commissioners 
of Gooding County. November 10,2008 (Clerk's Record Pages 5 1-55) provides 
in pertinent part: 
THIS MATTER came before the Board of County Commissioners for Gooding 
County, Idaho on October 16.2008 on an appeal of Gooding County's denial of 
the medical assistance application filed by St. Luke's MVRMC. 
. . . .  
Gooding County denied this application on ilugust 1 1: 2008 after determining the 
Patienv'Applicant was not indigent per LC. 3 1-3502( 1); Gooding County was not 
the last resource per LC. 3 1 -;502( 171 as the Section !0 1 1 program was an 
available resource and other reasons being the PatiendApplicant did not have legal 
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docuinentatiou to be in the United States however. per the recent Idaho Supreme 
Court ruling (2008 Opinion No. 83), the Patient1 Applicant has been in the State 
of Idaho thirty (30) days. 
This Determination of Denial was appealed by Southern Idaho Radiology on 
August 13.2008 and by St. Luke's MVRMC on August 27,2008. Following 
review of testimony and evidence: the Commission makes the following Findings 
of Fact: 
FINDINGS OF FACT 
'Re application for County Medical Assistance, (30. 08-7-3334), was filed as an 
emergency, 3 1-day application with Gooding Co~inty on July 1 1 ,  2008. The initial 
date of medical service was June 17. 2008. A personal interview was held on July 
24, 2008. The PatientIApplicant: Maria Del Carmen Perez provided her Mexican 
Voter Registration card as her picture identification along with a current rent 
verification forin from her landlord showing her address in Gooding County. 
The application for County Medical Assistance on behalf of Maria Del Carmen 
Perez was denied on August 1 1, 2008. 
An appeal was filed by Southern Idaho Radiology on August 13,2008 and St. Luke's 
MVRMC on August 27,2008. A hearing date was scheduled for October 16.. 
2008. The appeal hearing was held on October 16, 2008. The PatientIApplicant, 
Maria Del Carmen Perez did appear for her hearing. The Patient, Maria Del 
Carmen Perez has two (2) children, ages three (3) and five (5) months, with her 
significant other. Javier Lopez, who are U.S. citizens and he provides all financial 
support for the children as well as for Ms. Perez. Ms. Perez also has four (4) 
children living in Mexico with her mother, however Javier Lopez is not their 
father. The father of these children does not provide any financial support for 
them and he does not live in the same town in Mexico as the children. 
The Patient, Maria Del Carmen Perez, has been living in the United States for four (4) 
years and has no legal documentation to be in the United States. Southern Idaho 
Radiology and St. Luke's MVRMC can file for the "Section 10 1 1" Program for 
non-documented persons. This program was listed on the original denial from 
Gooding County as another resource. This is a federal government program. 
CONCLIJSION 
The providers can file for CMSIIO I I program as an available resource from 
which to seek payment. A court decision from Judge Butler (CV-2006-789), 
Canyon View Psychiatric and Addiction Services v. Roard of County 
Commissioners of Jerome County, states that the CMSIIOI 1 program is an 
available resource. 
DECISION AND ORDER 
RASED on the above Findings and Conclusions, the application by the providers 
on behalf of Maria Del Carmen Perez is DENTED as stated above. 
Findings of Fact. Conclusions and Decision. Roard of County Commissioners of Gooding 
County, November 10.2008 (Clerk's Record Pages 51-55). 
11. STANDARD OF REVIEW 
Quoting Cunyonvie\v /regarding Luvar Goughj vs. Gooding Cvtmty. Gooding 
County Case No. CV-2007-0000029 (2007): 
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Under ldaho Code sec. 31 -3505, judicial review of a Decision by a 
Board of County Commissioners shall be in 'substantially the same 
manncr provided in the Administrative Procedures Act.' Cnder the 
Act, judicial review of an administrative order is limited to the 
record before the agency, in this case the County. Shohe v. Ada 
Cbunfy, 130 ldaho 580 (Idaho 1997). This Court may not 
substitute it's judgement for the Roard on questions of fact, and it 
must uphold the Roard's findings if supported by substantial and 
competent evidence. Id. However, this Court is fice to correct 
errors of law. Uni\'ersity of (iruh Hasp. v. Rd (?fComm 'rs of 
Puyette Couny, 128 Idaho 5 17 (Idaho App. 1996). 
Under the Act, this Court shall affirm the County's action 
unless the Court finds that the Court's {Board's) findings, 
inferences, or decisions are: 
(a) in violation of the constitutional or statutory 
provisions: 
(b) in excess of statutory authority or the [County]; 
(c) made upon unlawful procedures; 
(d) not supported by substantial and competent 
evidence on the record as a whole; or 
(e) arbi t rq ,  capricious, or an abuse of discretion. 
I.C. 67-5279(2) 
Idaho Law requires the Court to review the County's decision under the 
substantial evidence standard, to conduct 'a serious review [of the record] which 
goes beyond the mere ascertainment of procedural irregularity.' Local I494 ofthe 
Int'i .Ass k ofFire3ghfers v. city ofCouer d'Alene, 99 Idaho 630, 633 (Idaho 
1978). To determine whether there is substantial evidence supporting the City's 
findings, the Court must review the whole record, including the evidence contrary 
to the County's decision. Id. At 634. The Court may not affirm simply because 
there is any evidence, or a mere scintilla of evidence, to support the County's 
findings. Rather, the evidence supporting the County's findings must be 
substantial. Id. 
Canyonview (regarding Lavar Goughj vs. Goading County, Gooding County Case No. CV- 
2007-0000029 (2007). 
111. DISCUSSION 
A. AVAILABLE RESOURCES 
1. "Medically indigent" is defined in Idaho Code 5 3 1-3502 (I) providing: 
(1) "Medically indigent" means any person who is in need of necessary medical 
services and who, if an adult, together with his or her spouse, or whose parents or 
guardian if a minor, does not have income and other resources available to him 
from whatever source sufficient to pay for necessary medical services. 
Nothing in this definition shall prevent the board of county commissioners and 
administrator from requiring the applicant and obligated persons to reimburse the 
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county and the catastrophic health care costs program, where appropriate, h r  all 
or a portion of their medical expenses, when investigation of their application 
pursuant to this chapter, determines their ability to do so. 
I.C. 3 3 1-3502 (1) (Michie, 2005) (emphasis added). 
2. "Resources" are defined in Idaho Code S; 3 1-3502(17) providing in pertinent part: 
"Resources" means all property, whether tangible or intangible, real or personal, 
liquid or nonliquid, including, but not limited to, all forms of public assistancel 
crime victim's compensation, worker's compensation, veterans benefits.. 
medicaid, medicare and any other property from any source for which an 
applicant and/or an obligated person may be eligible or  in which he or  she 
may have an interest. Resources shall include the ability of an applicant and 
obligated persons to pay for necessary medical services over a period of up to 
five (5) years. 
I.C. 5 3 1-3502 (17) (Michie, 2005) (emphases added). 
B. CASELAW REVIEW 
L'Miversity of Utah Hospital v. Board ofComrnissioners o f l d a  County, 128 Idaho 529, 
915 P.2d 1387 (App Ct. 1996). (County was prejudiced by hospital's untimely filing when no 
ten day prior application for benefits was filed because there was no opportunity to explore other 
options for available services and claimant was not indigent despite denial of Medicaid 
application because the pending application was never an available asset). 
University of Utah Hospital v. Board ofCommissioners ofAda County, 128 Idaho 529, 53 1, 915 
P.2d 1387, 1389 (App Ct. 1996) Court held: 
The Court concluded that, in the absence of prejudice to the county stemming 
from the delay in filing, it was error for the board of comn~issioners to deny an 
application for benefits on the grounds that the filing requirements had not been 
met. Carpenter, 107 Idaho at 583: 691 P.2d at 1 198. Therefore, the county must 
demonstrate that it was prejudiced by the untimely filing before the timing 
requirements of the medical indigency act will be strictly enl-brced. . . . ." 
The court went on to hold that a county is prejudiced by applications that prevent a county from 
determining the indigency status of an applicant. (citing to Bonneville County, 122 Idaho at 247, 
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University ofUtah Hospital and ~bfedicul Cenler, v. Twin Fa1l.s Couny, 122 Idaho 1010, 10 14- 
10 15, 842 P.2d 689, 693-694 (1 992) (Decision to deny indigent benefits pending Social Security 
income benefit decision was unreasonable because "available resources'' means currently or 
immediately available). (overruled, no longer good law). 
St. Alphonsus Regional Medical Center, Lrd. v. Canyon County, 120 Idaho 420, 424-425, 8 16 
P.2d 977, 981-982 (1 991) (Claimant did not become medically indigent until worker's 
compensation claim denied and hospital's untimely application did not prejudice the county.) 
(Abrogated and overruled, no longer good law). 
Intermountain Healrlz Care, Inc. v. Board ofCounty Commissioners ofBlaine County, 109 Idaho 
299,707 P.2d 410 (1985) (remanded to commissioners to determine by findings whether 
resource had net positive value and was a liquid asset, and hospital allowed to bill county for 
services provided without executing on property of applicants and hospital was not entitled to 
attorney fees because medical indigency statutes are confusing and difficult to interpret) 
(reversing Intermountain Health Cure, Inc. v. Board of County Commissioners of Blaine County, 
107 Idaho 248, 688 P.2d 260 (App. Ct 1984). 
Application ofAckerman, 127 Idaho 495, 497-498, 903 P.2d 84, 86-87 (1995) ("avaiIable 
resources" means available within a reasonable time and not immediately available). 
St. .loseph Regional ;tledicul Center, Nez Perce County Commissioners, I34 Idaho 486,490, 5 
P.3d 466.470 (2000). (Hospital was able to show resources commissioners relied on to justify 
denial were actually not available. A possible resource that is not available is not grounds for 
denial.) 
Idaho Code 5 3 1-3509 provides that all other sources are to be exhausted before hospitals 
turn to the county indigent fund. However, in Braun v. Ada County, 102 Idaho 901.643 P,Zd 
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1071 (1982) the court construed Idaho Code $5 3 1-3502,3 1-3508,3 1-3509 and determined that 
the hospital's Hill-Burton Act uncompensated services obligation did not constitute an available 
resource. The county was ordered to pay for hospital care if a patient otherwise qualified for 
indigent care. District Court's holding that county was the last resort following any other source 
or credit available to finance the care was reversed and remanded. 
Canyon View P.sychiatric and Addiction Services qf' St. Luke 's ~Cfagic G'alle-v Regional 
2idedicul Center, Ltd. vs. Bourd of County Conzmissiorzers ofJeron1e County, CV-2006-789. The 
hlemorandum Decision on Judicial Review, page 10, provides in pertinent part: 
"At the time of oral argument, counsel for the petitioner conceded that the medical assistance 
program offered under section 3 1-350 1, et seq. is a local indigent program, therefore it is clear 
that the CMS11011 program is not, under the circumstance of this case, a "payer of last 
resort" as argued by the petitioner since "local indigent programs" are exempted from the 
determination as to "whether a third-party payment is applicable." 
In Canyon Vie\+' Psychiatric and Addicfion Sewices of St Luke 's i k g i c  Chiley Regional 
Medical Ccnter, Lid. vs. Board ofCounly Commissioners ofJerome Coundji CV-2006-789, the 
Court held in its Memorandum Decision on Judicial Review, page 12: "the Board did not e r r  in 
its denial of the application for medical assistance in its conclusion that the CMS/lOlt 
program was an available resource.. . ." 
C. FEDERAL PROVISIONS AND GUIDELINES PERTINENT TO CMS 1011 
PROGRAM FOR UNDOCUMENTED ALIENS REQUIRING EMERGENCY CARE 
1 .  DEPARTMENT OF HEALTH AND HUMAN SERVICES, Centers for Medicare and 
Medicaid Services, [Document identifier: CMS- 10 1301 Emergencv Clearance: Public 
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Information Collection Requirements Submitted to the Office of Management and Budget 
IOMB) AGENCY: Center for Medicare & Medicaid Services' provides in pertinent part: 
V. Eligible Aliens 
As specified in ( c)(5) of section 10 i 1 of the MMA, aliens are defined as: Undocumented Aliens 
(Section 101 1 does not define the term "undocumented alien." For the purposes of implementing 
this section of MMA. the term "undocumented dien" refas to a person who enters the United 
States withoug legal permission or who fails to leave when his or her permission to remain in the 
United States expires)' 
Federal Register i Vol. 70. KO. 92 / Friday, May 13,2005 /Notices 25588 provides in pertinent 
part: " X. Payment Methodology- Paragraph jc)(4) requires that we make payments to eligible 
providers for the costs incurred in providing eligible services to aliens as described in paragraph 
(c)(5)." 
2. THIRD PARTY PAYERS 
25586 Federai Register / Vol. 70, No. 92 /Friday. May 13.2005 /Notices provides in pertinent 
part: 
VIII. Reimbursement From Third-Party Payers and Patients-. 
Paragraph jc)(l) of section 10 1 1 requires the Secretary to directly pay providers 
for the provision of eligible services to aliens to the extent that the eligible 
provider was not otherwise reimbursed (through insurance or otherwise) for such 
services during that fiscal year. Accordingl~ we are adopting a position that each 
provider seek reimbursement from ail available funding sources, including, if 
'This is the first document attached to Petitioner's Brief. 
' At page 5 ofthe first attachment ro Petitioner's Brief. 
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applicable. Federal (e g , Department of t-lorneiand Security). State (e g . Tclcdicaid 
or State Children's I-iealth Insurance Program). third-party payers ( e . s ,  private 
insurers or health maintenance organizations), or direct pa-ments from a patient. 
prior to requesting a section 101 1 payment. We believe that this is consistent with 
the statutory intent of this provision and will limit reimbursement to only those 
instances where no other reimbursement is likely to be re~e ived .~  
25586 Federal Register / Vol. 70, KO. 92 / Friday? Ivfay 13, 2005 /Notices provides in pertinent 
part: 
Receipt of Third-Party or Patient Payments After Section 10 1 1 Reimbursement Is 
Received. We are adopting a position that if a hospital or other provider receives 
a payment from a third-party payer subsequent to a section 10 1 1 payment that the 
provider notie the CMS' designated contractor. An overpayment may occur if a 
provider receives payments in excess of the approved payment amount. In some 
cases, a provider may receive a combination of third-party payment and section 
10 1 1 payment that exceed the approved payment amount. 
25586 Federal Register / Vol. 70, No. 92 / Friday, May 13, 2005 /Notices provides in pertinent 
part: 
Impact of'Puyrrtenrs From a Purienr-- 
To the extent that there is no third party payer and an eligible patient self pays for his o r  
her care, CMS is adopting a position that a provider be allowed to "balance bill" section 
1011 in the aforementioned situation for claims that are not fully paid by the patient. In  
addition, a provider may balance bill the patient for the appropriate costs after a section 
1011 payment has been made. 
3. COIIXTY IIC'DICENr PROCRXVS 
25586 Federal Register / Vol. 70: No. 92 / Friday, May 13: 2005 !Notices provides in pertinent 
part: 
Impact of Grants and Gifts --We are adopting a position that state and local 
indigent or charity care prosrams or state funded subsidies are not to be 
considered in determining whether a third-party payment is 
applicable.' 
'!\t page 33 of the first attachment to Petitioner's Brief. 
'.4t page 35 ot the first attachment to Petitioner'> Brief 
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4. I~PPI,ICAIIONS MUST BE TIMELY AND INFORMATION IS COLLECTED 1)URn'G 
'nIE IIOSPITI\I, SI'AY 
Federal Register / Vol. 70: No. 92 / Friday, May 13: 2005 /Notices 25587 provides in pertinent 
part: 
Since section 10 1 1 payments are authorized only for the thrce categories of non- 
citizens specified in (c)(5) of section 10 1 1, it is important to establish a process 
that helps to ensure that hospitals and other providers will receive payments only 
for those three categories of individuals. Accordingly, we are  adopting an 
indirect patient based documentation approach. Using 
this approach, providers would request information about a patient's 
eligibility prior to discharge, but after the patient is identified as self-pay and 
not Medicaid eligible. Note: Under EMTALA, a participating hospital may 
not delay a medical screening examination or  treatment in order to inquire 
about the individual's method of payment o r  insurance status. We also 
would not allow a delay in the medical screening examination because of 
inquiries about patient eligibility. 
Federal Register / Vol. 70, No. 92 i Friday. May I 3,2005 / Notices 25590 provides in pertinent 
pa%: 
XII. Submission of Payment Request--CMS requires t h ~ t  providers requesting 
reimbursement for aliens described in paragraph (c)(5) of section i 01 1 submit 
claims within 180 days of the close of the Federal fiscal quarter. Thus. it is 
important to note that claims will not be paid on a first come, first paid basis. 
Because of the statutory mandate that the Secretary issue payments on a quarterly 
basis and the necessity for finality in the claims process, claims not submitted 
within a timely manner will be denied. 
5. GUIDANCE TO PROVIDERS 
Under the Trailblazer health Q & As attached to Petitioner's Brief, page 11 of 28, Question 
D4, when state indigent funds are provided for a specific patient " the Section 1011 
reimbursement will be reduced by the amount of the patient-specific payment." 
Under the Trailblazer health Q & As attached to Petitioner's Brief, page 2 1 of 28, Question F13, 
when state indigent funds are provided for a specific patient the Section 10 1 1 payment request 
instructions are as follows: 
"Providers should use one of four value codes indicating another payment; 
G6 = Other or Charity Care (use Remarks field to indicate source) 
G i  = Patient Payment . . . . 
Along with the Value Code, providers should include the amount of the other 
payment." 
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'I'he Federal Register / Vol. 70, No. 92 1 Friday, May 113, 2005 !Notices 25588 provides in 
pertinent part: " X. Payment Methodology- Paragraph (c)(3) requires that we make payments to 
eligible providersfor the costsincurred in providing eligible services to aliens as described in 
paragraph (c)(5)." This stutement demonstrutes the signijcuncc ofproviders upplying,fbr C;MS 
1011jundv hecuuse only the ho.spitii1 is eligible to receive this money. The county indigent 
program cannot apply for the money. Therefore, the hospital's milure to apply for the funds 
prejudices the county indigent program and thereafter, the county taxpaying public. Appellant's 
argument that providers are specifically forbidden from applying for both CMS 10 11 funds and 
state indigent funds is belied by the previous passages. 
While our case is not quite on all fours with Canyon View Psycl~iutric and Addiction 
Services ofSt. L irke '.r .Mngic Valley Regional hfedicnl Center, Ltd. vs. Bonrd o f  Count). 
Commissioners ofJerome Liiunty, CV-2006-789, Judge Butler's Memorandum Decision on 
Judicial Review, page 10, provides in pertinent part that through testimony before the Board "the 
petitioner had applied to the CMSIIO11 program for payment . . . ." 
The petitioner in that case is the petitioner in the instant wse. Of significance in the 
preceding passages is the exclusion of state indigency programs from status as a third party payer 
and the absence of any mention of the state indigency programs in the passage pertaining to 
reimbursement from third-party payers and patients. Therefore: it appears this funding source is 
available to hospitals even if indigent programs pay part or all of the costs of care. 
CMS 101 1 funds are not available to counties if hospitals fail to apply for them; only the 
hospital is eligible to receive this money. The county indigent program cannot apply for the 
money. Therefore, the hospital's failure to apply fbr the funds prejudices the ~munty indigent 
program and thereafter. the county taxpaying public. 
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Despite Judge Rutler's ruling that CMS 101 1 is an available resource, and despite the 
clear language of the CR4S 101 1 Final Rulc. the hospital is leaving this inoney on the table and 
turning instead to the scant resources of-the county indigent fund. it appears this funding source 
is available to hospitals even if indigent programs pay part or all of tlie costs of care. 
The initial date of*n~edical service was June 17, 2008. Here, the county denied the claim 
for indigent funds August 11,2008 because, among other reasons: CMS 101 1 funds were an 
available resource. Findings of Fact, Conclusions and Decision, Board of County 
Commissioners of Gooding County, November 10, 2008 (Clerk's Record Page 51). There is no 
dispute from the county about the services being emergent. Clerk's Statement of Findings, 
August 11. 2008, Bate's p.26. The claimant acknowledged not being a citizen of the United 
States, acknowledged being a citizen of Mexico\ admitted living in the United States and 
admitted she had no legal status to be in the United States. Transcript of October 16,2008 
Appeal Hearing of Maria del Carmen Perez, page 9. 
Under the Trailblazer health Q & As attached to Petitioner's Brief, page 11 of 28. 
Question D4, when state indigent funds are provided for a specific patient "the Section 101 1 
reimbursement will be reduced by the amount of the patient-specific payment." While the 
explanation in D4 clarifies that individual patient specific payments are third party payments, the 
statement in the Federal Register was not qualified. Now the hospital asks for attorney fees 
because the county was provided the inforination in D4 in addition to the information the district 
court was provided in Cun,von View Psychintric and Addiction Services ofSt. Luke's ibf~gic 
L'aliey Regionui Medicul Center, Ltd us. Board qj'County Commissioners ofJerome County, 
CV-2006-789. 
While the explanation in D4 clarifies that individual patient specific paqments are third 
party payments. the statement in the Federai Register was not qualified. Now the hospital asks 
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for attorney fees because the county was provided D4 in addition to the information tile district 
court was provided in C,'unyon I'iew Psychiutric und Addiction .7ervices of.7t. Luke '.s ;Lfugic 
Vullej Regional ,Cfediciil Center, Ltd vs. Board ($County Commissioners i,f,Jerome (:uunty: 
CV-2006-789. 
Appellant's argument that providers are specifically forbidden from applying for both 
C:MS 101 1 funds and stdte indigent funds is overstatement. Providers are not precluded from 
applying for CMS 101 1 funds by the mere existence of tbe county indigent programs. The 
~mmpensation mav be reduced if double payments or overpayment occurs 
V. ATTORNEY FEES 
Opposing counsxl requests an award of attorney fees. Elowever, in Cunqmn View 
Psychiulric und Addiction Services of St. Luke's .Magic Valley Regional lWedical Center, Ltd i ic  
Bourd of County Commissioners c!fJerome County, CV-2006-789, the Court held in its 
Memorandum Decision on Judicial Review, page 12. Attorney fees were requested by the county 
and not granted because the court held "it cannot be said that the petition was wholly without 
merit, since it did appear to raise an issue of first impression concerning the CMS11011 program 
as an available resource." Furtherl according to the records of this case on the Idaho Repository 
website the last action in the district court on this case was the January 16; 2007-order denying 
petition for rehearing and it does not appear an appeal was ever filed Eom the court's decision. 
Attorney fees have not generally been favored in medical indigent cases: University of 
U u h  Hosp. v. -Ida County Bd. of Corn 'kc, 153 P.3d 1154. 143 Idaho 808 (3007) (rehearing 
denied) (,construed I.C. $ 31-3504 and held a provider entitled to attorney fees when county 
disobeyed mandatory statutory language and acted without authority and without reasonable 
factualllegal bas is^; Suint ..l!nhonsus Regional .I4edicul Center Inc. v. Bourd ofi:ounty Corn r s  
o/.;ldu i'o7m1y. 190 P3d  870: 146 Idaho 51 (2008; irehearing denied) (constrned I.C. $$ 3 1- 
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3502, 3 1-3506 and held sin= "resident" issue was one of first impression, appellate court 
declined to w a r d  hospital attorney fces even though a hospital prevailed); Ljiliver.sity oj' Utah 
fiosp. v. Bourd ($'(,'om 'rs ofAda County. 915 P.2d 2387, 128 Idaho 529 (1996) (relying on I.C. 
$5 12-121,31-3501, et seq.; Rules Giv. Proc., Rule 3(a) the court refused to award prevailing 
county attorney fees); Ilniversity ( f l i t a h  Ih.sp. v. Board ofCorn 'rs vsofPayette County, 91 5 P.2d 
1375, 128 Idaho 5 17 (1996) (petition for review denied) (under I.C. 12-1 17 hospital did not 
prevail and was not entitled to attorney fees); Fast Shoshone ffosp. Dist. v. Nonini, 109 Idaho 
937, 712 P.2d 638 (1985) (where indigent statutes were not well drafted the prevailing hospital 
was not entitled to attorney fees); IITC I-Iospituls, Inc. v. Teton County, 75 P.3d 1198, 139 Idaho 
188 (2003) (rehearing denied) (construed I.C. $5 12-1 17,3 1-3505(4), 3 1-3505D m d  held losing 
hospital's appeal raised valid question and therefore the county not awarded attorney fees); 
Intermountain FIeuith Cure, Inc. v. Board of County Com 'rs ofBlaine C'ounty. 109 Idaho 299, 
707 P.2d 410 (1985). 
In the instant case the hospital failed to request available resources and now asks this 
court to sanction the county for followring very relevant authority from Jerome County involving 
an undocumented individual with the very same provider and the very same federal program. If 
anything, the provider should pay attorney fees for failing to accept money from the tEderal 
government and then asking the county for funds. 
VIA CONCLUSION 
The transcript of the testimony in the hearings held before the Gooding County 
Commissioners, together with the Exhibits introduced at that hearins, and the agency record. 
even if interpreted in the light most favorable to Applicant and Provider,supports the Finding by 
the Gooding County Commissioners that lpplicant was nor indigent because there were 
available resources. and therefore was not entitled to County aid. The subsTantia1 evidence to 
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support this conclusion is contained in the record made before the Gooding County 
Coinniissioners. aiid now placed before (he Court. Petitioner is not entitled to relief 5om the 
decision ofthe Gooding County Board of Coinlnissioners denying medical indigency aid. This 
Petition should be, in all respecu, denied. 
DKTED this fi day of April: 2009. 
Luverne E. Shull. 
Chief Deputy 
RESPONDENT'S I3KIEI: 
C.EKTII-'ICATE OF SERVICE 
I EItIEREBY CFlVlTFY that on this day of January, 2009. I caused a true and 
~mnect  copy of the foregoing R~SPONDENT'S BRIEF to be placed in the United States mail, 
postage prepaid, addressed to: 
Steven B Pitts 
TAYLOR, 'IIIYLOR & PITTS, I'.A. 
Attorneys at 1 , a ~  
PO Box 1901 
'Twin Falls, Idaho 83303-1901 
R1:SPONDEW'I 'S BRIEF 
Calvin H. Campbell 
I.S.B. NO. 4579 
oRIGINAL9hp.pR20 PH 4:08 
Cooding County Prosecuting Attorney G o ~ o i ~ i j  COLh CLEM 
Luverne E. ShuiI, Chief Deputy 
I.S.B. No. 5477 
T- 
BY: DEPUTY 
P.O. Box 86 
Gooding, ID 83330 
(208) 934-4493 
-4ttomey for Respondent 
IN TIE, DISTRICT COURT OF TIIE FIFTH JUDICIAL DISTRICT OF 
THE STATE OF ID4130, rP; AND FOR THECOLWTY OF GOODING 
ST. LUKE'S MAGIC VALLEY REGIOKAL 
VlEDICAL CENTER, Ltd. 
(regarding Maria del Carmen Perez), 
Petitioner, 
BOARD OF COUNTY COMMISSIONERS 
OF GOODING COUNTY. 
Respondent. I 
CASE NO. CV-2009-000070 
RESPONDENT'S SUPPLEMENTAL 
BRIEF AUGMENTNG AUTHORITY 
I.R.C.P. 84 (r). I.A.R. 34 ( f )  (1) 
COMES NOW RESPONDEKT GOODNG COUNTY, and files the following 
SUPPLEMENTAL BRIEF AUGMENTKG AUTHORITY pursuant to I.R.C.P. 84 (r), and 
I.A.R. 34 (f) (1): 
AVAILABLE RESOURCES 
Idaho Code 5 31-3502 (18) B. (g) provides in pertinent part: "Necessary medical services 
shall nor include . . . services . . . available to an applicant from state, federal and local health 
programs;" 
Idaho Code 8 31-3509 Collections by Providers. provides in pertinent ydl-t: .'Providers making 
c!aims for necessary medical services of a medically indigent persons shall make all reasonable 
RESPONDEIIT'S SI'PPLEMENTAL BRIEF 4CGMENTI;UG XIJTHORITY -1- 
i PtjGrc 
efforts to determine liability for the account so incurred from any available insurance or other 
sources available for payment of such expenses prior to submitting the bill to the county for 
payment." 
DATED t h i s m  day of April, 2009. 
Luverne E. Shull, 
Chief Deputy 
RESPONDEK'YS SL'PPLEMENTAL BRIEF AUGMENTING i\I~TIiORITY -2- 
. . 
:. - ". i G =  
CERTIFICATE OF SERVICIE 
1 IIL3tEBY CEIYTII-'Y that on this 2~2 day of April, 2009,l caused a true and correct 
copy of the foregoing RESPONDENT'S BRIEF to be placed in the linited Statesmail, postage 
prepttid. addressed to: 
Steven B. Pins 
'TAYI,OR, TAYLOR & PITTS, P.A 
Attorneys at Law 
PO Box 1901 
Twin Falls, Idaho 83303-1901 
ESPONDEXT S SIJPPLEMENTAL BRIEF 41IGMEh'TIiVG AUTIIORI TY -3- - $6 u 
Calvin M. Campbell 
I.S.R. No. 4579 
ORIGINAL 
Gooding County Prosecuting Attorney 
Luverne E. Shull. Chief Deputy 
I.S.B. No. 5477 
P.O. Box 86 
Gooding, ID 83330 
(208) 933-4493 
2009 APR 20 Pl't 4: 08 
GOODihG C i i i h i ' i  CLEilK 
BY: ZT- 
DEPUTY 
Attomey ibr Respondent 
IN T I E  DISTRICT COURT OF T I E  FIFTH JUDICIAL DIS'SRIC S OF 
1 HE STATE OF IDAHO, Ih AND FOR THE COWSTY OF GOODXG 
ST. LUKE'S MAGIC VALLEY REGIONAL 
MEDICAL CENTER, Ltd. 
(regarding Maria del Carmen Perez), 
Petitioner, 
BOARD OF COINTY COMMISSIONERS 
OF GOODING COUNTY, 
CASE NO. CV-2009-000070 
WSPONDENT'S MOTION TO 
SUPPLEMENT BRIEF 
I.R.C.P. 84 (r), I.A.R. 34 (f) (1) 
Respondent. 
COMES NOW RESPONDENT GOODING COUNTY. and files the following MOTION 
TO SUPPLEMENT BRIEF by the citation of additional authority on the issue of AVAILABLE 
RESOURCES pursuant to I.R.C.P. 84 (r). and I.A.R. 34 (f) (1). The supplemental briefing is 
attached without written comment 
DATED this 2 day of April, 2009. 
Luveme E. Shull. 
Chief Deputy 
RESPONDENT'S MOTION TO SIJPPLEMENT BRIEF - 1 - 
CERTIFICATE 01' SERVICE 
I HEREBY CERTIFY that on t h i s - - -  day of April, 2009, I caused a true and correct 
copy of the foregoing RESPONDENT'S BRIEF to be placed in the United States mail, postage 
prepaid, addressed to: 
Steven B. Pitts 
TAYLOR; TAYLOR & PITTS, P.A. 
Attorneys at Law 
PO Box 1901 
Twin Falls, Idaho 83303-1901 .-., 
'\ 
RESPONDENT'S MOTION f 0  SUPPLEMENT BRIEF -2- 
Steven B. Pitts, ISBM957 U 
LAW OFFICE OF STEVEN I'JTTS, 
Attoney at Law 
450 Falls Avenue, Suite 201 
Twin Palls, Idaho 83301 
Telephone: (208) 734-5682 . 
Facsimile: (208) 733-2482 
F'. A. 
PITTS PAGE 
Attorney for St. Luke's Magic Valley i<egionai Mcclical Center, Ltd, 
iF; THE DISTIUCT COURT OF THE FTFTW ,KlDICIAL DISTRICT OF TEE STATE 
OF IDAHO, Ibl AN13 FOR THE COL'NTY OF GOODTNG 
C O W  NOW the above-named parties, by and through. their respectiFe counail; v d  : 
8 , , 
hmby  stipulate to enlarge the time ki~r filing Petitioner's Reply Brief. The, pkrjes a p e  th& 
& 
Petitioner's ~ e ~ i y  Brief shall , . be'die , .: ouFriday, May 8, 2009. Once ~ e t i t i o n e r ' i ~ e ~ l ~  Brief is 
I;:-- 8 . 1  --
filed. the parties agree that d l  other aspects of the or3w governing proceedings &tSl apply. 
DATED this & day bf 2009. 
LAW OFFICE OF STEVEN P I P S ,  P.A. 
ST. LUKE'S W G I C  VALLEY REGIONN. 
&EDICAL CEmER, LTD:, an Idaho nonprofit 
corporation (mgarding Maria del Camen Perez), 
i Petitioner, 1 
-_ 
STEVEN B. PETS 
Attorneys for Pctiuoner 
STPULATION RE: CNLARGlN FILrNG TIME - I 'qe 1 
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: STPUL,ATION RE: FILING OF 
DATED this day of Ma\: 2009 
Attorney for Respondent 
S'STPULATIQN RE: ENLARGIN FILING TIME - Page 2 
Steven B. Pitts, ISB#4957 
L t W  OFFICE OF STEVEN PITTS. 
Attorney at Law 
450 Falls Avenue, Suite 201 
Twin Falls, Idaho 83301 
Telephone: (208) 734-5682 
Facsimile: (208) 733-2482 
Attorneys Ibr Petitioner 
IN THE DISTRICT COL'RT OF 'WE FFTH .IUD.ICIAL DISTRICT OF TEE STATE 





NOW THEMFORE IT IS'ORDEREE) i4ND TWIS DOES ORRER h t  ~ctitio&r$in.ept~ Brief, 
. , . ' 
shall be due % , ,> 
, ~ 
> '  
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. 
STEVEN B. PTTTS, ISB lqo. 4957 
CAW OFFICE OF STEVEN PITTS. P.A 
Attorneys at Law 
450 Falls Ave.. Suite 201 
Twill Falls, Idaho 8330 1 
Telephone: (208) 734-5682 
Facsimile: (205) 733-2482 
GCOCINP C,' P " 
BY: 
Attorney for St. Luke's Magic Vallcy Rcgionai Medical Center, Ltd. 
IN TlC, DISTRICT COURT OF THE FIFTH JllDICIAL DISTRICT OF THE STATE 
OF IDAHO. IN AND FOR THE COUNTY OF GOODING 
ST. LUKE'S MAGIC VALLEY RECIOPU'AL 
MEDlCAL CENTER, LTD.. an Idaho 





BOARD OF COUNTY COMMISSIONERS 
OF GOODING COUNTY, 
1 
I Respondent. 
Case 30, C\r-2009-70 
PETTTTOFJTER'S REPLY BRIEF 
Appeal from the Board of County Commissioners of Gooding Coui~ty, Findings of Fact, 
Conclusions and Decision, dated November 10.2008 
The Honorable Bawy Wood, District Judge. presiding 
Steven B. Pitts 
LAW OFFICE OF STEVEN PITTS. P.A. 
450 Falls Avenue. Suite 201 
Twin Falls, ID 83301, for Petitioner 
Luverne Shull 
DEPUTY COODING C O W T Y  PROSECUTING ATTORNEY 
P.O. Box 86 
Gooding, ID 83330, for Respondent 
PETITIONER'S REPLY BRIEF 8 1 
TAYLOR TAYLOR P I T T S  PAGE 03/LO 
ARGUMENT 
K The Board's Decision was Affected bv Error of Law 
The Board denied t l~e  application on the sole basis that a section 101 1 payment was an 
available resource to Petitioner. The Board's decision to deny the application on this ground 
alone represcntcd clear error of law and should be REVERSED, Based on citations provided by 
Pctitioncr in its Petitioner's Brief, it should be clear that section 101 1 payillent was not an 
available resource to Pctitioncr in this instance. CMS policy clearly provides that payments axe 
precluded under subsection (c) of section I O I  1 if'a third party payment is available from a state 
or local indigent care program for services provided to particular individztuls. Clearly, the entire 
stamtory scheme for payment under Title 3 1,  Chapter 35, of Idaho Code, envisions a paymcnt on 
behalf of particular individuals, to both hospitals and providers. The circumstances did not 
authorize Petitioner to bill section 1011. as the Patient qualified for assistance in every respect, 
other than the County's insistence that section 101 1 was an available resource. The Board's 
decision that section 101 1 payment was a resource in spite of CMS policy was clear error. 
Plainly, Respondent's citation to definitions in the Medical Indigence Act also does not 
aid the County's position. Respondent cites to both ihe definition of a Medically Indigcnt Person 
and the definjtion of a Resource to argue that a section 101 1 payment was an available resource. 
These definitions providc as follows: 
(1) "Medically indigent" means any person who is in need of necessary medical 
services and who, if an adult, together with his or her spouse, or whose parents or 
guardian if a minor, does not have k c o ~ n e  and other resources avaiiable to him 
from whatever source sufficient to pay for necessary medical services. Nothing in 
this definition shall prevent the board of county commissioners and administrator 
tiom requiring the applicant and obligated persons to reiinburse the county and 
the catastrophic health care costs program. where appropriate, for all or a portion 
of their medical expenses, when investigation of'their application pursuant to this 
chapter. determines their ability to do so. 
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(17) "Resources" means all property, whether tangible or intangible, real or personal, 
liquid or nonliqrud, including, but not limited to, at1 forms of public assistancc, criine 
victim's compensation, worker's compensation, veterans benefits, Medicaid. Medicare 
and any other property front any source for which an applicant and/or an obligated 
person may be eligible or in which he or she may havc an interest. Resources shall 
include the ability of an applicant and obligated persons to pay for necessary medical 
services over a period of up to fivc (5) years. For purposes o'f determining approval 
for medical indigency only, resources shall not include the value ofthe homestead on 
the applicant or obhgated persons' residence, a burial plot, exemptions for personal 
property allowed in section 11-605(1) through (3), Idaho Code, and additional 
exemptions allowed by county resolution. See, Idaho Code (I.C.) 31-3502(2) and 
(1 7). 
Ironically, the County relies on the very language rhat demonstrates that section 1011 was not a 
resource to the Petitioner as that term is defined in thc ikct. Both the definition of a Medically 
Indigent Person and the definition of a Resource explicitly requirc that the resource be 
"available" or that the applicant havc a11 "interest" i n  tbe resource. Clearly, if CMS policy 
provides that section 101 1 pa.yment is available only when paymcnt fiom other resources is 
unavailable, section 101 1 could not have been a resource to Petitioner within the meaning of the 
Act. The record dernoi~strated that the Patient was eligible for financial assistance in every 
rcspect, except for the Cou~ty ' s  view that a section 101 1 payn~ent was an available resource. 
The Boa~d's view that a scction 101 1 payment was a11 available resourcc was clearly erroneous 
for this reason as well.' 
11. Gndocumellted Aliens axe Eligible for Care under Idaho's Mcdical Indigence Act 
Finally, it should be noted that under Idaho law. counties have a clear responsibility to 
pay for the cost of emergency medical services furnished to undociilnented aliens under ldaho's 
Medical Indigence Act. This was the Jdaho Supreme Court's holding in Saint Alphowus 
Regionai A4edicaZ Ch.. v, Board of' County C(~rnmi.~sioncrs oj'ilda County, 2008 ID-RO6 17.005. 
' State law rhat conflicts with fedcral law is withour effect. CMS find policy provides that subsection (c) of secticn 
10 I I ,  which is par1 of an Act o f  Congress, docs not authorize payment in this instance. Zinzmcrma17 v. Yolkmagen 
qfArnnican, lnc,. 128 Idnho 85 1 .  853, 920 P.2d 67. 71 1: 996). 
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Additionally? the Idaho Legislature has specifically provided that undocumented aliens are 
eligible for public bcncfits in the form of items and services for emergency medical treat~nent~ 
See, I.C. 67-7901. Section 7903 of Title 67 explicitly authorizes payment of these benefits under -
Idaho's Medical Indigence Act. 
CONfLUSIOhT 
The ruliilg by Judge Butler in the case cited by the County was a. different matter 
involving different facts. Clearly, Judge Butler did not consider CMS policy that was provided 
to the Court for considerat~on, apparently because there was sufficient rcason to deny the claim 
on other grounds. Jn this matter, the facts arc entirely diffcrcnt. 
The sole basis the Board used for denying the claim was that section 101 1 payncnt was 
available. Petitioner has offered the Court a copy of the section 101 1 statute, final CMS policy 
and CMS statements concerning their interpretation. These resources all demonstratc that 
Petitioner's decision to bill the County for the services at issue was appropriate. This is not an 
instance where Petitioner has prejudiced the taxpayer, as the County ccl.ims. This is an instance 
where Petitioner actcd in accordance 4th clear direction from the regulatory agency responsible 
for implemeilting an Act o f f  ongess. Given that Petitioner appropriately sought payment froin 
the County for the sen-ices in qucstioil, Petitioner urges this Court to REVERSE the Board's 
decision. 
+I DATED this day of May 2009. 
STEVEN R. PX1'TS 
httorncy for Petitioner 
PETITIONER'S REPLY BRIEF - i' :: 2 c i 4 
CERTIFICATE OF SERVICE 
I IEREBU CERTIFY that a true and correct copy o.f the foregoing PETITIONER'S 
REPLY BRIEF was served this day of May 2009 by U.S. Mail, postage pre-paid, on the 
following personis): 
Gooding Count) Board of Commissioners 
624 Main Street 
P.O. Box 41 7 
Goodinp, ID 83330 
Luveme Sl~ull 
Gooding County Deputy Prosecuting Altomey 
624 Main Slrecr 
P.O. Box 86 
Gooding, ID 83330 
(b) ANTI.DWERS:ON P R M E C T I O N . - ~ ~ C ~ ~ O I I  1927(c)(lXC) (42 
U.S.C. 1396r-8(cX1)!C): k amended by ad- at the end the fol- 
l n w i n ~  -". 
"(l i : ,  ,4?1'~.:ChT!OY CF /~;.ll17'ISC- A.VD RZCOR3- 
K.-.-TP:u? KE~.;::?.E.UFST,~ --L\'lt>~ re.spect : o  a cuverec 
entttv dcpcribcd ~c ~ e c t i w  3'.OB(a *( 1)t L) of the  Tub:~c 
~ e 3 h  Service Act., ally dr~:g purckascd for inpetlent 
, u r  cllall be sub:ect to :he s u d i ~ i n ~  nnd reccrdkee i ~ g  P .  reqr:ircrner.ts +rscr.bc+ in srctio:l 340R(a).5YC1 o. the 
Public Health Service Act." 
SFC. 10R3. EXTENSION OF MORATORIUM. 
(a) LN GEX~~1..-Qcction 640R;aK3) of the Omnibus Budget 
bcunc$Jiatian Act of i989, as amended hy .s~r+.i.jnn 19642 of the 
O d b u a  Bud et Reconciliation Act of i993 and section 4758 of 
the Balanced gUclgt Act of 1.997, ia amendrd- 
(I) by stm tng "until December 31, 2002", and 
(2) by strilcing ,?Cent Commumty Hospital Complex in 
Michigan or." 
(b) EPWW DATES.- 
(3.) PI~RMAMBNT EX~NSXON,-'III~ amendment made by sub- 
seaion (a)(l) shall take &ect as if included in the amendment 
made by section 4758 of the Balanced Bud et Act of 1997. 
(2) Munn?r~~nON.-Tl~e omendmcnt ma% by subsection 
(n)(2! s h d l  rake effoct on the date of enactment of UUs Act. 
Subtitle B-Miscel..lanmus Provisions 
SEC. 1011- X'EUEUL RGI>IBURSEVE\'OPEWl3RGEXCY HEALTH SERV. 
ICES FL1LVISHED M L 1 W O C L ~ ~ ~  m N S .  
( 8 )  TOTAL ~~ AVAILABLE FOR ~ O ~ N T . - - -  ~~
(1) LV GENERAL.-Out of at>y funds in the Treasury not 
otherwise approp~stcd,  there arc appro riated to the Secretmy 
$!2:260,000,000 for each of Escal yews %05 throunh 2008 for 
the purpose of making allotments under Chis sdon for pay- 
men% to sligible providers in States described in paragraph 
(1 )  or (2) of subsection (b). 
(2) Av~i~hrrt~rrr . -Funds appropriatad under paragraph 
(1) &all remain avsiiauie until emended. 
(1) B A ~ D  ON PERCENTA~E OF w n o c c m m m  A L ~ . -  
(A) IN C.ENER~~. -OU~ of the amount appmpriaW 
under sub~ection <a) far a fiacal year, the Sec$ta& shaU 
use $167,000,000 of such amount to make aUotmanCs for 
such fiscal year in nccordanc~ with subparagraph (B). 
iI3) FORMLZA.-T~@ amount o f  tb.e allot,ment for p ~ y -  
menta lo eli~ible prnvidcm in each State for a Reed year 
shd; be equal to the  product of- 
(i) the total amount avrtllable For allotmonk under 
chis naraarsnh foz.dle fiscal marl nnd .. ~ ,, . -.-, 
iii) thve gkrcentage of undocumented aiieoa reaidin 
in tho State as compared ta the Wij nurnbr  of sue{ 
aliens restdine in all States! as determined by the 
3'catizt.i~ Division oi the immigration and Xatumiiea- 
tion Servke, sa o f  January 2003, based on the 2000 
decennial censun. .* .-;.d- 
A .  
(2) BAsFP ON NIjMBER OP UNDOCUME?PPED ALEN APPRRIiXN- 
StON STATES.- 
(A) IN GENERAL-OUZ of the amount appropriated 
under s u b ~ d o n .  (a) for a fiscal yew, the Secretary sh& 
use $88,000,000 of such amount to make atlotments, in 
addition to amounts allotted under paragraph (I), fur such 
fiscal year fox each of the 6 Bkten with the highest ni~mber 
of imdocumee.ted alien apprehensions for euch fiscal year. 
(B) D ~ E R J I N A T ~ O N  OF ALLOTMEIJTS.-T~~ amou~it of 
the allotsnont for each State described in svibpnragraph 
[A) for n fiscal year shali be cqual to the product of- 
(I) the L n t d  amount available for allotments under 
this paragraph forthe fiscal year; and 
(iii the prcenlage of undocumented alien 
apprehensions in the State in that fiecal year as com- 
pared to thc total of such apprehensions for all such 
States for the  rec cedi^ 5 c d  vear. 
(C) DATA,--FG. purpo&s of this p a r a ~ a p h ,  the hi beat 
number of undocmonted allen auprehenslons for a fisca; 
year $hat1 be based on the a .&hmsion ratcs for the 
4-consecutiva-quarter period en %: 'ng before the beginning 
of the fiscal year for which info~liliition is available for 
undocumented aliens in such States, a3 reported by the 
Dopartxnent of Homeland Security. 
(cf USE OF FUNDS.- 
(1) AUTHORITY TO MAFJ P~lYhfENTs,-Frorn the allotments 
made for a State undcr etbacctian, (b) fox a fiacal year, the 
Secretary shall pay the amount (subject ta the total amount 
available from such allntmenh) deknnincd under paragraph 
(2) directly to eli ble prondera located in the State for the 
p'ovision of eli&b% services to d e n s  described in paragraph 
( 0 )  to the extent Sbat the elidble provider waa not otheranse 
rcimburaed (through insuranfj? or otherwise) for such services 
during that fiacal year. 
(2) DGTERMINATION OK PAYMENT AMOUW3,- 
IA) I N  G E N E R A L . - ~ U ~ ~ ~ C ~  to aubparagaph (B), the pay- 
ment amount datermind under thia paragraph shall ha 
an amount dekrmined by the Secretary that is m u d  to 
the lesser of- 
'!, lke  amotin: thnt :h.: ;,r:w.crr cerr.onstrates was 
~nclirred 'or .he promelon ~f31:c:i serc.qce5: or 
(ii)  ~mounfe dctsrmined under a '  meehodolog~ 
establishad by the Secretary for purposet, of thm sub- 
section. 
(R) PP.0-RATA REDU~ION.-IF the amount of funds 
dlottcd to a Stab '~nder subsection jb) for a fiscal year 
is insuBcjent +a ensure that each eligrble pmvirler in that 
State receives the m o u n t  of payment colcuiatad ;urder 
aubparasaph (A), the .Secretary shall reduce that  amount 
3f payment Mth respect to each eligible provider to ensure 
+ h t  che entire omount allotted ta tho State for that  f i s d  
gear la paid to such eligible providsm. 
!3) 'IIETXODOLOGY.-in estabflshing a me tho do lo^ under 
paragraph (2)(Ai:ii), (:be Secretary- 
(A) may eacabiish different mcthodoiopies for t,ypee 
ofeligibie providers; .. 37s 
(B) may baae payments for hospital setvices on esti- 
m t e d  hospital charges, adjusted to esbmatod cost, through 
the application of hoe ital ~padfic  oat- tosharp ratios; 
(c) shall provide!or the elaction by a hosptM to receive 
ents to the hospital for-  
I) hoag~txil and phyaician servicefi; or either 
(ii) hofipital ~ ~ r v i c e *  and for a portion of the on- 
c d l  payments made by the hospital to zhysicjlaas; y d  
(D) shell make querterly pnymcnts un er thts sedton 
t o  digibla providers. 
If a hospitni makes the eiection under subpara aph (C)(i), F the hoepitel shell pnss on paym.m~tu for services o a phyaician 
to the physician and may nut charge m y  administrative or 
other fee with respect to such paymenb. 
(4) LiMITATION ON 1x38 OF FUNDS.-Payments made to 
eligrble providers in a State firm allotments made under sub- 
section ib) for FA 6 ~ ~ 1  ycw may only be w e d  for costs incurred 
in  providing eligible senices to aliens described in paragraph 
,.e\ 
<"I 
' &.!E?'S 3C.5CR:llLD.-For F11130iC5 0f P : I P B V R ~ ~ P  ( 1 ,  
~ n d  2 ,  aliens dcscr:bcd IF t)116 ; , Y : R ~ T I I ~ . - .  ZTC :In)' of the  
followhg 
(A) Undocumented d e n s .  
(13) .Alien% wlto have been psrokd into the United 
States a t  3 United State6 port of e n t g  for the purpose 
eligible servics. of m f g ) y  
amcan atiieds perxiittad to enter the United 
States for not more than 72 h o r n  under the authoriQ 
of a I~iomeGnc machine readable border croasin idenl;ifica- 
tion card (also referred to as  a "lnscr visa'? issued in 
accordance with i.he requirements of regulations prescribed 
undm section 101(a)(6) of the lmmigmtion and Nationality 
Act (8 U.8.C. 1101(a)(6)). 
(d.) APPLICATIONS: ADVANCE  PA^.- 
(,A) LN ~ ~ m ~ u . - N o t  later than Sep%mber 1, 2004, 
the Secrerny shall establish a process under which eligibie 
providers located in a State may :quest payments under 
subsection (c), 
( B )  INC:,?JSKON OF' XEASL!RES TQ COMBAT IRAUR AND 
hBCISF,-The Secreicuy shall include ;n the procesa eatab- 
lished under aubpamgraph LA) meaaureli to ensure That 
inapprilpnate, excessive, or fraudulent payments are not 
.made from the sllotmencs determined under subsection 
!b), hduding  certification by the eligible provider of the 
veracity of the Davment reauaqt. 
.2)  . L D ~ L U P Z  ? A ' X ? ~ ( ~ N T ;  R&RO~?E(TI\.T. 4~;~.iT'.:rST.-Tlle 
process e~~anliscerr  ilnder :>ariympb i ,  1.8~ ?rovid,= ;or 
n a ~ ~ n s  ?Ryrr.er.i.; ucder -911s *e?~on for each LNaEer of ,> 
fisca1,year on the bnsis of advance estimates of &gxndi<mi 
submitted by tipplicanb for such payment. and such &her 
inveatigation a8 the Socraary may 64d neeaasw, and for 
making reductions or inmases in the paymanta as necessary 
to sd~uet for any overpayment IT underpayment for prior quar- 
ten of such fifical year. 
!e) DEPEFrN1no~s,-in tllin section: 
.. 3.7 o 
(I) ELIGIBLE PROVIDER.-The term "ebgible provider" 
means a hosp~td ,  physician, or prokder of ambulance services 
(includmg an Indian Health Service facility whether operated 
bv the Indim Ne&h Service or by en Indian Vibe or triba: 
oiganization). 
(21 ELIGIBLE S E R V I C E S . - ~ ~  t e rn  'eligible S~N~CCS" means 
health care service@ requwed by the a iica%ion of  ~ e c t i r m  1867 
of the Bocinl Security Act (42 l J . 8  1395dd), and related 
ho~pi ta l  in a t imt  and outpatient services and ambulance serv- 
ices :ae dezned by i,he Secretm ). 
(3) XI0sPlT~t,-The term %ospitaln hnr the meaning &en 
such term in wtiorl 1861(c) of the Sociel Security A& (4.2 
U.S.C. IS86x(e)), except that such term f - ] m i l  include a critical 
access hwpital (as defined in section 1861(mm)(l) of such Act 
(42 U.S.C. 1395x(mrn)(l!). 
(4)  PkwSrcm.--The tzrm " hysician" has the n iearkg  
given that term in seihiou 18G18) of the Social &curits k t  
(42 U,S.C, 1895x(r)). 
(6)  ~NOIGN TRIBE: TRIBAL O R O A N I Z A T ~ O N . - ! ~ ~  %rmS 
Yndian tribe" and "tribal organization" have the meanings 
@V~II such terms in d o n  4 of the Indian Bealrh Care 
improvement Act (25 U.S.C. 1603). 
(6) STATE.-The tenn "State" means the 50 States and 
t,he District of Columbia. 
SEC. 1012 COMDlISSlON ON FIYSTKMlC INTEROPERABl&ITX 
(a) E S T A B L I ~ X ~ E N T . - ~ ~ ~ ~  Secretary shall establish a com.mis- 
aion to he known as the "Commi.ssion on Systemic Intnmperability" 
:in t h k  section referred Lo as the "Commiaaion"). 
(b) D L ~ l ~ . -  
(1) IN e m ~ ~ . - T h e  Commissian shall develop a corn- 
prehansivo mrategy for the adoption and implementation of 
health c w e  information Whnalogy stsndards, that includes 
a timeline and pr:oritization for such adoption and implsmenta- 
tion. 
(2) CON$~DEI~ATIONE.--~~ devd0p.hg the utmpmhrdsive 
health care informetjon imhnolol~. strategy under paragraph 
(I), thc Commiseion shall consider- 
(& t he  costs sod benefikq of ttlxe standards, both f i a n -  
cia1 impact and quality impmvement; 
(B) the current demand on indust'p resoui-cw to imple- 
ment chis Act and other c l e ~ n i c  standards, including 
8JPA.A standards; and 
(C) the most cost-effective aod efficient meens for 
industry to implement the standtirrls. 
(9) N o r j t ~ ~ e ~ ~ ~ a m m . - I n  carrying out this section, the 
Com.misaion shaU not intcrfcrn wirh any &nd~.rds development 
of ado tion procosaen underway in the private or ublic sector 
and sgdl not re >late sctivitie8 rclated to su& s M n d d a  
or the national R"' ealth : infarmaeiun infiastruc~ure underway 
within the Department o f  Health and Human Services. 
(4.) REPORT.-Xot later than October 31, 2005, the Cnmmis- 
sion shall submit to ithe Secretary and to Consesa a report 
describing the strategy developed under paragraph (I), 
including an anaiyais of tbe matter6 considered under p m .  
graph (2). 
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this office. I further certify that copies of this Notice were served as follows on June 8th, 2009. 
I hereby certify that the foregoing is a true and correct copy of this Notice of Hearing entered by the Court and on file tn 
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/N TIE DtSTRtCTCDBRT D TIE BFTI JUO/CL D/SrThSTDF TIESTATE DF/DAIl 
Si: LUKESREGIINAL MAGIC VAL LEY VSGIIIIIIINGCIIUNTY ffEII9-06 
CIM MINUTE ENmY - THE. /l.IIZ- 
CASENL CVZIIIIf*7II 
Honor~ble R: Barry Woodpresidng Linda led&,?ffer -Reporter 
The Court calls the case a t  the t ime noted. 
identifies counsei and part ies f o r  the record.  
Mr. Philip A, Brown f o r  Steven Pitts, appearing on behalf of the Petit ioner St. lukes Magic Valley 
Mr. Luverne Shull appearing on behalf of the County. 
Matter before the Court: Oral Arsument on Appeal 
Mr. Brown argues. 
Program was voluntary by the hospital - they are not obligated to  participate as indicated in the County findings 
and decision. Not a resource that can be considered by applicant. Cites Utah case. 
ll:lO Mr. Shull argues on behalf of the County - agrees that Mr. Brown has "put his finger" on the central  issue as 
t o  who has to pay out f i rst .  Cites I.C. 31-3502 IXib) reads in pertinent part. I.C. 31-35113, reads in pert inent part. 
Cites t o  Ackerman - Argues County was prejudiced by the hospital failing to access that resource. 
11:14 Mr. Brown argues in rebuttal  -A lso  cites t o  Ackerman 
I.C. 31-3502(17) definition of available resources. Disagree with State's position that 5 years is reasonable - 
argues Again cites t o  definition. 
County's finding was that St. Luke's could apply t o  Federal program, therefore they were denying it. 
ll:l8 The Gourt inquires of Mr. Brown. 
Mr. Brown responds, 
11:20 Mr. Shull asks t o  respond. 
11:21 The Court will take mat ter  under advisement and issue a br ief  decision, 
End Minute Entry. 
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IX THE DISTRICT COURT OF THE FIFTH JUDICIAL DISTRICT OF THE 
STATE OF IDAHO IN AND FOR THE COUNTY OF GOODING 
ST'. LUKE'S MAGIC VALLEY REGIONAL 
MEDICAL CENTER,LTD., an Idaho 
Nonprofit corporation 
(regarding Maria dei Carmen Perez) 
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ORDER ON PET1TION FOR JUDICIAL REVIEW 
ORDER ON PETITION FOR jUDICIAL REVIEW - 1 
Counsel: Philip Brown of Brown James & Swenson, arguing for Steven Pitts of the Law 
Office of Steven Pitts, P.A., for Petitioner. 
Luverne Shull, Deputy Prosecutor for Gooding County, Gooding, ID 83330, for 
Respondent. 
Court: Barry Wood, District Judge. presiding. 
Holdings: 1) The Gooding BOCC properly considered the CMS 1011 Program as a 
"resouree" in determining that Perez is not medieally indigent. 
2) St. Luke's is not entitled attorney's fees in this matter. 
11. 
BRIEF PROCEDURAL AND FACTUAL HISTORY 
This case involves a Petition for Judicial Review by St. Luke's Magic Valley Regional 
Medical Center (St. Luke's) challenging Gooding County's Board of County Commissioners' 
(BOCC) determination that Maria del Cannen Perez (the patient, hereinafter, "Perez") is not 
medically indigent and therefore not entitled to county assistance 
The patient received necessary medical services. The patient then filed a Uniform 
County Assistance Application, for assistance in paying for the medical procedure. On 
November 10, 2008, the BOCC entered its Findings of Fact and Conclusions of Law, whereby it 
denied Perez county assistance for her medical bills because St. Luke's can file for a C'MS 
Section 101 1 program, which would cover Perez's medical bills. See Record at 51-52. The 
BOCC expressly relied on a decision by Judge John Butler, Jerome County Case No. CV-2006- 
0000789, in making this Conclusion. See Record at 52. 
On January 301 2009; St. Luke's filed its Petition for Judicial Review in this case. 
ORDER ON PETITION FOR JUDICIAL REVIEW - 2 3 8 
111. 
MATTER DEEMED FULLY SUBMITTED FOR FINAL DECISION 
Oral ar~utnent on this appeal was held June 30, 2009. At the conclusion of the hearing 
no party requested additional briefing and the Court requested none. Therefore this Court deems 
this matter fully subn~ittcd for decision on the next business day, or July 1,2009. 
IV. 
ISSUES 
-4s set forth in the Petitioner's Brief, the following Issues exist in this matter: 
1. Whether the CMS 1011 Program is a first resource before county assistance? 
2. Whether St. Luke's should be awarded costs and attorney's fees on appeal? 
V. 
STANDARD OF REVIEW 
Under Idaho Code 5 31-3505, judicial review of a decision by a board of county 
commissioners shall be in "substantially the manner provided in the Administrative Procedures 
Act" (The "Act"). The Plct limits judicial review of an administrative agency to the record that 
was before the agency - in this case the BOCC. See Shobe v. Ada County, 130 Idaho 580 (Idaho 
1997). This Court may not substitute its judgment for that of the BOCC on questions of fact, and 
it must uphold the BOCC's findings if supported by substantial and competent evidence on the 
record as a whole. Id. However, this Court is free to correct errors of law. u~iversit?, of Utah 
Hosp. v. BO. Of Comm 'rs ofpayetre Cotinty, 128 Idaho 517 (Idaho App. 1996). 
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Under the Act, this Court shall affirm the BOCC's action unless the Court finds that the 
BOCC's findings, inferences, conclusions or dccisio~~s are: 
(a) ill violation of the constitutional or statutory provisions; 
(b) in excess of statutory authority; 
(c) made upon unlawful procedures; 
(d) not supported by substantial and competent evidence on the record as 
a whole; or 
(e) arbitrary, capricious, or an abuse of discretion. 
LC. 5 67-5279(2). 
Idaho law requires the Court to review the BOCC's decision under the substantial 
evidence standard - to conduct "a serious review [of the record] which goes beyond the mere 
ascertainment of procedural regularity. " Local 1391 of Int'l Ass'n of Firefighters v. City of 
Coeur d3Aleizc, 99 Idaho 630, 633 (Idaho 1978). To determine whether there is substantial 
evidence supporting the BOCC's findings, the Court must review the whole record, including the 
evidence contrary to the BOCC's decision. Id. at 634. The Court may not affirm simply because 
there is any evidence, or a mere scintilla of evidence, to support the BOCC's findings. Rather, 
the evidence supporting the BOCC's findings must be substantial.' Id. 
' The evidence need not be uncontradicted; all that is required is that the evidence be of sufficient quality and 
probative .value that reasonable minds could reach a cenain conclusion. Monn u. Sufiivay Stores, inc., 95 Idaho 732, 
-36 (1974) (emphasis added). 
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ANALYSIS 
St. Luke's has asked this Court to review the Findings of Fact and Conclusions of Law of 
the BOCC and rule that they are not supported by substantial and competent evidence on the 
record as a whole. There must be adequate findings of fact before this Court can properly 
determine whether the findings are supported by substantial and competent evidence on the 
record 
When an administrative agency makes a decision, it must make a "reasoned statement in 
support of the decision." I.C. 3 67-5248(1)(a); Crown Point Development. Inc. v. City of Sun 
Vnllev, 144 Idaho 72 (2007). Findings of fact must be more than mere "recitations of evidence 
which could be used to support a finding without an affirmative statement that the agency is 
finding the fact testified to." Id. "A finding of fact is a determination of fact supported by 
evidence on the record." Id. citing Blacks Law Dictionary. The BOCC's Findings of Fact and 
Conclusions of Law as to Perez's indigency status are recited in bold below and are numbered by 
this Court for reference: 
FINDINGS OF FACT 
1.  The application for County Medical Assistance, (No. 08-7-3334), was filed as an 
emergency, 31-day application with Gooding County on July 11,2008. The initial 
date of medical service was June 17, 2008. 
2. A personal interview was held on July 24,2008. The PatieutiApplicant, Maria Del 
Carmen Perez provided her Mexican Voter Registration card as her picture 
identification along with a current rent verification form from her landlord showing 
her address in Gooding County. 
3. The-Application for County Medical Assistance on behalf of Maria Del Carmen 
Perez was denied on August 11,2008. 
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4. An appeal was filed by Southern Idaho Radiology on August 13,2008 and St. 
Luke's MVRMC on August 27,2008. A hearing date was scheduled for Ocotber 16, 
2008. 
5. The appeal hearing was held on October 16,2008. The PatienffApplicant, Maria 
Del Carmen Perez did appear for her hearing. 
6. The Patient, Maria Del Carmen Perez has two (2) children, ages three (3) and five 
(5) months, with her significant other, Javier Lopez, who are U.S, citizens and he 
provides all financial support for the children as well as for Ms. Perez, iMs. Perez 
also has four (4) children living in Mexico with her mother, however Javier Lopez is 
not their father. The father of these children does not provide any financial support 
for them and he does not live in the same town in Mexico as the children. 
7 .  The Patient, Maria Del Carmen Perez, has been living in the United States for four 
(4) years and has no legal documentation to he in the United States. 
8. Southern Idaho Radiology and St. Luke's MVRMC can file for the "Section 1011" 
Program for non-documented persons. This program was listed on the original 
denial from Gooding County as another resource. This is a federal government 
program. 
CONCLUSION 
1. The providers can file for CMSIlOll program as an available resource from which 
to seek payment. A court decision from Judge Butler (CV-2006-789), Canyon View 
Psychiatric and Addiction v. Board of Count?. Commissioners of Jerome County, 
states that the CMSIlOll program is an available resource. 
St. Luke's challenges the above decision by challenging the ChfS 101 1 program as an 
available resource and argues for attorney's fees, 
1. Whether the CMS 1011 Program is a first resource before coun? assistance? 
The first issue is whether the CMS 101 1 Program, a federal program, is a first resource 
before county assistance. In other words, the question llere is whether Gooding County can 
consider St. Luke's available federal funds from the CMS 101 1 Program for Perez as a 
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"resource" under LC. § 31-3502(17) and whether CMS 101 1 Program funds would require 
Cooding County to pay first before issuing the federal funds to St. ~ u k e ' s . *  
This Court starts its analysis with the CMS 101 1 Program. In 2003, Congress enacted the 
Medicare Prescription Drug, Improvement, and Modernization Act ("MMA"). Section 101 1 of 
the MMA requires the federal government to reimburse hospitals for the cost of emergency 
medical treatment provided to undocumented aliens. See P.L. 108-173, 117 Stat. 2066, 70 Fed. 
Keg. 25585-86 (May 13, 2005) states, in part: 
VIII. Reimbursement From Third-Party Payers and Patients 
Paragraph (c)(l) of section 101 1 requires the Secretary to B v  
pay providers for the provision of eligible services to aliens to the 
extent that the eligible ~rovider  was not otherwise reimbursed 
(through insurance or otherwise) for such services during that 
fiscal year. 
Accordingly, we are adopting a position that each ~rovider  seek 
reimbursement from all available funding sources, including, if 
applicable, Federal (e.g., Department of Homeland Security), State 
(e.g., Medicaid or State Cl~ildren's Health Insurance Program), 
third-party payers (e.g., private insurers or health maintenance 
organizations), or direct payments from a patient, prior to 
reauestinv a section 101 1 payment. We believe that this is 
consistent with the statutory intent of this provision and will limit 
reimbursement to only those instances where no other 
reimbursement is likely to be received. 
Lke of Existing Practices and Procedures lo Identi& 
Reimbursement Sources 
We are adopting a position that hospitals and other providers use 
their existing practices and procedures to identify and reauest 
reimbursement from all available fimding sources prior to 
reouesting a section 101 1 pavment. 
?t is this Court's ui~derstanding that St. Luke's has declined to apply for funds under the CQS 101 1 Program in 
13erez's case [See Pelilioner:~ Brief; 8). Thus. it is unclear to anyone, including this Court, whether the funds are 
actually available to couer Perez's medical expenses. IIowever. as explained in this Court's analysis below, the 
CMS 101 1 Program funds are a "resource" ;hat the BOCC can consider in determining whetlier Perez is medically 
indigent. 
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impacl of G r a ~ t s  and Glfis 
We are  adopting a ~os i t i on  that state and local i n d i ~ e n t  o r  
charitv care programs o r  state funded subsidies are  not to be 
considered in determining whether a third-party aavment is 
applicable. 
(Emphasis added). While it is clear that the overall policy of the CMS 10 1 1  program is to have 
the hospitals seek "all available funding sources prior to requesting a section 101 1 payment," it is 
also clear that "local indigent or charity care programs . . . are not to be considered in 
determining whether a third-party payment is applicable." Thus, this Court reads these two 
provisions together to mean that health care providers3, like St. Luke's, must seek all other 
sources of funding before seeking funds from the CMS 101 1 Program except those programs 
which %re excepted, including "local indigent programs." It is clear to this Court that the intent 
of the CMS 101 1 Program is to provide funding before local indigent programs pay. Therefore, 
St. Luke's argument that it could not "bill the section 101 1 program until the Patient's eligibility 
for county paymellt was determined", (See Petitioner's BrieA 81, is misplaced. 
Next, this Court considers the statutory construction of Idaho's Medical Indigency 
Statute, LC. 3 31-3501 et. seq. Under Idaho's Medical Indigency Statute, the "boards of county 
commissioners in their respective counties shall . . . care for and maintain the medicaily indigeizt 
resident. . ." LC. 5 31-3503. (Emphasis added). LC. 3 31-3502(1) defines "medically indigent" 
as "any person who is in need of necessary medical services and who, if an adult, together with 
his or her spouse, or whose parents or guardian if a minor, does not have income and olher 
' It is ciear to this Court that Gooding County could not seek hnds  fiom the CMS 101 1 Program: rather, St. Luke's 
as the p ~ o v ~ d e r  must seek the fmds from the CMS i 0 I I Program. 
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resources available to him fronz ~ v h u f e ~ ~ e r  source sufficient to pay for necessary medical 
services." (Emphasis added). Furthermore, I.C. 5 3 1-3502(17) defines "resources" as: 
[All1 property, whether tangible or intangible, real or person, 
liquid or nonliquid, including but not limited to, all forms o f  aublrc 
ussrstunce, crime victim's compensation, worker's compensation, 
veterans benefits, Medicaid and any other property from any 
source for which an applicant andlor a11 obligated person may be 
eligible or in which he or she may have an interest. 
(Emphasis added). From reading the above Idaho Code sections together, if a person has 
resources, including any form of public assistance, which would provide the payment for the 
necessary medical services, then that person would not be "medically indigent", and the county 
would not be liable to pay for the person's necessary medical services. Here, the CMS 101 1 
Program is a form of public assistance, as it would directly pay St. Luke's for Perez's medical 
services. Thus, under Idaho's statutory construction, it is proper for the Gooding County Board 
of County Commissioners to consider St. Luke's ability to obtain funds for Perez's medical bills 
from the CMS 101 1 program as a "resource" when determining that Perez is not medically 
indigent. 
Finally, this Court concludes with an analysis of what St. Luke's and other providers' 
roles are in the medical indigent process. In Brauiz v. Ada County, 102 Idaho 90 1 ,  643 P.2d 107 1 
(1982), the Idaho Supreme Court considered whether Ada County could take into account a 
federal program that St. Luke's in Boise was a part of in determining whether Braun was 
medically indigent. St. Luke's in Boise was a part of the Hill-Burton program, which established 
a program of grants, loans and loan guarantees to finance the construction and modernization of 
Ilospitals and other medical facilities. Id. at 902, 643 P.2d at 1072 (1982). To be a part of the 
Hill-Burton program, St. Luke's in Boise had to make available "a reasonable volume of services 
to persons unable to pay therefore.'' Id. (Citations omitted). In order for St. Luke's in Bo~se  to 
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obtain credit toward the Hill-Burton program, the cost of the services would be "written off '  by 
St. Luke's in Bo~se. Id. The Idaho Supreme Court first dealt with the roles that health care 
providers play in Idaho's medical indigent statute: 
Clearly, I.C. $ 31-3509 anticipates the actual receipt by the 
hospital ofjilnds under other governmeiztal programs for sewices 
rendered lo indigents before the county s obligation for payment 
will be reduced. LC, i j  3 1-3509 refers to claims made by hospitals 
in behalf of the medically indigent. That section requires hospitals 
making such claims to determine the existence of "other sources 
available for payment," and requires the hospital to reimburse the 
county for "any payments thereafter received . . ." The use of the 
words 'payments " and "received" again reyecls the legislatures 
deelured policy that not only sliould indigents lzave access lo 
medical care, but also that hospitals should obtain uctual 
compensalion for the services which they render to indigents. 
Id. at 904, 643 P.2d at 1074 (1982). (Emphasis added). The Idaho Supreme Court then held that 
the Hill-Burton program could not be considered in whether Braun was medically indigent 
because ihe Hill-Burton program did not directly pay St. Luke 's in Boise but instead was a "write 
off '  for the hospital. Id. Thus, the Idaho Supreme Court held that the Hill-Burton program was 
not an available "resource" to Braun. Id. 
This Court concludes from Braztn that the fact that St. Luke's obtains the funds from the 
CMS 101 1 program does not preclude the BOCC from considering the CMS 101 1 Program's 
funds as a resource for Perez. Additionally, the CMS program is different from the Hill-Burton 
program in Braun because the CMS program is not a "write off '  for St. Luke's; instead, "the 
Paragraph (c)(l) of section 101 1 requires the Secretary to directlv pav providers for the 
provision of eligible services to aliens . . ." P.L. 108-173, 117 Stat. 2066. 70 Fed. Keg. 25585- 
86 ("May 13: 2005). Therefore, the CMS 1011 Program fulfills the policy enunciated by the 
Idaho Supreme Court in Braun that "hospitals should obtain actual compensation for the services 
which they render to indigents." Braun, at 904, 643 P.2d at 1074 (1982). 
4 5 u  
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From all of the analysis above, this Court concludes that the Gooding BOCC properly 
considered St. Luke's ability to obtain funding from the CMS 101 1 Prosram in determining that 
Perez was not medically indigent. The CMS 101 1 Program excepts local indigency programs 
from considered "funding sources." The Idaho Medical Indigency Statute clearly allows the 
BOCC to consider the CMS 101 1 Program as a "resource" for Perez. And finally, the CMS 
progranl fulfills the stated policy that St. Luke's would obtain direct payment for the care it 
provided to Perez. With all of this, this Court concludes that the BOCC properly considered St. 
Luke's ability to obtain payment for Perez's medical services under the CMS 101 1 Program in 
determining that Perez was not medically indigent. 
As a final comment, this Court notes that St. Luke's argument that the BOCC cannot 
consider the CMS 101 1 Program as a "resource" is concerning because it appears that St. Luke's 
is merely going after the "lowest hanging fruit." In this case, St. Luke's has not even applied for 
the CMS 101 1 Program. Additionally, Gooding County cannot apply for funds under the CMS 
101 1 Program - St. Luke's is the only entity that can apply for such funds. P.L. 108-173, 117 
Stat. 2066. 70 Fed. Reg. 25585-86 (,May 13, 2005). Instead, St. Luke's immediately applied for 
county assistance under Idaho's Medical Indigency statute. Obtaining funds from the CMS 101 1 
Program is likely more arduous for St. Luke's than simply applying for county assistance. St. 
Luke's is asserting standing in this case under the policy that the indigency relief is for the 
benefit of the hospital4 and arguing that the policy of the statute is that St. Luke's is to be paid 
for rendering health care to Perez, all while St. Luke's has not applied for the CMS 101 1 
Program, an available resource for direct payment on Perez's expenses. This Court's 
interpretation of the entire body of controlling law is that the County indigency fund should be 
and is the source of last resort in Perez's case, not the source of the least amount of effort. 
"jcc St. Luke 'i Regl. :ded Ctr. i .A& Counh, 2009 Opinion No. 25 (Idaho Supreme Court, 'March 4, 2009). 
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2. Whether St. Luke's is entitled reasonable attorney's fees? 
Because this Court has not ruled in St. Luke's favor, this Court does 11ot award St. Luke's 
reasonable attorney's fees in this ease. 
VII. 
CONCLUSION 
For the foregoing reasons, the Conclusions of Law ofthe BOCC are AFFIRMED. 
IT IS SO ORDERED 
Dated: 
Signed: 
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